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EXECUTIVE SUMMARY 
 
1. Background, aims and methods 
Scotland has one of the highest rates of childhood dental decay in Europe, and 
decay rates are disproportionately higher for children living in deprived communities.  
 
Childsmile is a childhood oral health service being rolled out across Scotland, which 
aspires to provide ‘universal’ access to Childsmile care for every newborn, including 
oral health promotion and clinical prevention (Childsmile Practice) and core 
supervised toothbrushing in nurseries and distribution of free toothbrushing packs for 
0-5 years. Additional ‘targeted’ support is intended for children seen to be most at 
risk of dental caries, including ‘enhanced’ care focussing on children 0-3 years e.g. 
continued home support, together with targeted Childsmile Nursery and School 
components in disadvantaged areas. Due to its evolutionary nature, the Childsmile 
programme was at varying stages of implementation across and within the three 
regions at the time of the research: West, Childsmile Practice; East, Childsmile 
Nursery and School; North, gradual introduction of the integrated model. 
 
The Childsmile programme involves Childsmile staff and other dental and oral health 
providers, but also requires the support of a range of professionals working with 
young children and families. Consequently, it is critical that it engages with a wide 
range of stakeholders. Social marketing provides a useful framework for this type of 
multifaceted promotion.  
 
The overall aim of the study was to inform the communication strategy and the 
development of local social marketing campaigns designed to improve uptake of the 
Childsmile programme as the routine dental service from birth in selected areas in 
Scotland’s three administrative regions. This was achieved in two stages: 
 
Stage 1: Scoping exercise and literature review: An initial literature review (Holme et 
al., 20091) examined academic and ‘grey’ sources outlining social marketing 
campaigns directed at increasing parents/carers’ and professional engagement with 
child and family health interventions; specifically childhood oral health, vaccination 
and breastfeeding. The review also identified material for use in the qualitative 
research. Qualitative scoping interviews were also undertaken with key stakeholders.  
 
Stage 2: Primary research: Qualitative methods using focus groups and mini-groups 
were adopted in interviewing parents (10 groups) and relevant professionals (8 mini-
groups). Direct experience varied depending on the components in place in their 
area. The parent sample comprised parents/carers with a child aged 0-3 years; with 
some also having children aged 4-8 years. Parents all lived in disadvantaged areas. 
The key professionals interviewed comprised: Childsmile Extended Duty Dental 
Nurses (EDDNs) & Dental Health Support Workers (DHSWs); public health 
nurses/health visitors (HVs), main referrers to Childsmile Practice; midwives (MWs) 
who have a potential role in referral; and nursery/nursery school and family centre 
staff who support Childsmile Nursery and core toothbrushing programmes.  
                                                 
1
 Holme I, MacAskill S, Eadie D (2009) Research to Develop a Communications Campaign to Promote Childsmile within Local 
Communities - Stage 1: Literature Review. NHS Health Scotland, Edinburgh.  
Available: http://www.healthscotland.com/documents/3534.aspx 
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2. Key Findings 
2.1 Parental issues and responses  
• The mother is the key individual responsible for the child’s oral health. However 
wider support circles among family and friends can exert positive and negative 
influences and are therefore important additional target audiences for Childsmile. 
 
• Barriers and facilitators to accessing dental health services included important 
structural barriers such as waiting lists, but psychological barriers such as fear of 
the dentist and lack of knowledge of the preventive aspect of dentist services 
were more significant. Supporting parents and providing up-to-date information 
about treatment approaches and children’s oral health (e.g. what age to register) 
is critical to success.   
 
• Childsmile Practice was positively viewed by parent/carer respondents, with 
child-friendly services welcomed, although continuing reservations were apparent 
among those with deep-rooted dental fears.  
 
• Home visits in particular were seen by all as overcoming parental barriers of 
dental fears and difficulties in getting to a practice. However, a minority in a small, 
highly deprived community held strong views against home visits being targeted 
to specific families/homes because of the stigma of extra ‘support’ from ‘support 
workers’ with connotations of social work.  
 
• Parents are generally happy to engage with Childsmile Nursery and School, 
reflecting children’s positive responses. 
 
• Taking the service to the client in routinely used settings contributes to uptake. 
 
• The main barriers to participation in Nursery and School are the need to obtain 
informed consent and maintaining up-to-date medical information rather than 
declining the service. Whilst improvements have been made, e.g. through 
computerised record-keeping, this is likely to continue to pose problems.  
 
2.2 Professionals’ issues and responses 
• A wide range of key frontline referrers such as HVs and pre-school and 
educational professionals need to be engaged, with MWs also having a potential 
role. Many of these do not have oral health as the main part of their remit and 
experienced time pressures and conflicts with other topic issues making it difficult 
to prioritise oral health. In addition, Childsmile staff with other duties were 
sometimes under pressure from competing demands and needed protected time.  
  
• There is much confusion among key frontline professionals about existing 
Childsmile services and planned developments, and consequently a need for 
ongoing briefing.  Similarly communication between Childsmile staff and other 
professional groups was often limited. There was a need for organisational 
structures and clear pathways to support referrals and information sharing.  
 
• The operation of ‘universal’ access with additional ‘targeted’ support to those in 
most need is unclear for both professionals and parents. Professionals require an 
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easy, non-stigmatising rationale to explain targeting and eligibility criteria 
application e.g. in relation to home visits in Practice and selective Nursery input.  
 
• Focussing on Childsmile Nursery, staff have low levels of oral health knowledge 
regarding toothbrushing and fluoride varnishing but high recognition of the 
importance of toothbrushing and Childsmile. The practice and promotion of 
toothbrushing in nursery and schools varies depending on facilities and staffing 
levels. In addition, some toothbrush programmes lack support.  
 
• Strong links between provision of Childsmile Nursery services and toothbrushing 
programmes have a mutually enhancing effect, both in terms of reinforcing 
children’s oral health messages, promoting a positive Childsmile brand, and 
encouraging nursery staff support of the programme and the issue. 
 
• Finally, Childsmile staff are a valuable but untapped resource for identifying 
service improvements. 
 
3. Marketing Childsmile 
3.1 Establishing Childsmile brand identity 
Establishing a strong and coherent brand will be mutually beneficial for all elements 
of the Childsmile programme both in terms of generating awareness and 
encouraging engagement, and is essential to Childsmile establishing itself as a 
‘routine dental service from birth’.  
 
Brand visibility is achieved through the programme logos (e.g. line drawing and 
cartoon formats). There is an urgent need to standardise and control presentation, 
as failure to do so risks, at best diluting the brand, and at worst causing confusion 
over the relationship between different programme components. 
 
The two concepts of ‘universal’ and ‘targeted’ or ‘enhanced’ support present real 
challenges to both service provision and its promotion. Parents and professionals 
alike had varied understanding of additional targeting, identifying potential problems:   
 
• inverse relationship between need and motivation to respond 
• risk of stigma to those in receipt of the ‘targeted enhanced’ service 
• confusion and potential resentment amongst those not receiving additional input 
• reduction of the effect of community norms and friend-to-friend promotion. 
 
Targeting at an individual or family level carries with it greater risks and sensitivities 
than targeting at a nursery or year group level. Thus implications are greater for 
selective additional home visits than delivery through specific nurseries and schools.  
 
These findings also have implications for the way the service is promoted. Particular 
care needs to be taken to ensure that the channels selected are appropriate to the 
intended target audience for each programme component: 
• targeting based on individual need places reliance on direct or individual 
communications, letters, emails, text messages etc, as well as inter-personal 
communication, and requires access to accurate client databases and high levels 
of collaboration with primary care and educational staff 
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• community level targeting broadens the scope to local media such as display 
posters, some forms of outdoor advertising and event based activities, and 
benefits from word-of-mouth support 
• a whole population approach releases the potential to use the full array of public 
media. 
 
It was also apparent that some ‘universal’ service elements are not universally 
available within localities, again requiring sensitivity in promotion channels and 
messages, although this issue may be resolved as the programme is rolled out.  
 
Given the current situation, any public promotion of the services provided by 
Childsmile needs to focus on those programmes that are available to ALL children, 
nationally and/or in a locality. Promotional activity using public media needs to be 
restricted to brand communications conveying Childsmile’s core brand values, rather 
than service content; for example, promoting the benefits of good oral health, 
prevention over treatment, and highlighting Childsmile’s positive credentials.  
 
3.2 Promoting Engagement 
Marketing requires multi-strand approaches to promote positive service messages 
and the benefits of intervention from an early age.  Different audiences have different 
needs. 
 
Lay audiences: parents, especially mothers, are a key target audience, but friends 
and family are also important to word-of-mouth communications, especially in more 
disadvantaged communities. Children of nursery and school age are also important 
agents, for example, ‘pestering’ parents to ensure correct approvals are signed.  
 
Childsmile Practice has the potential to overcome many of the barriers to registration 
with dental services, and promotions should communicate these: e.g. facilitating 
access to registration, flexible appointment times, and facilitating attendance with 
child-friendly approaches. Additionally, it is important to highlight the benefits of oral 
care for children as seen by parents; including an attractive smile, avoidance of pain, 
and self-confidence with avoidance of stigma from a poor appearance.  
 
Importantly, Childsmile can respond to those in greatest need by providing 
‘enhanced’ or ‘targeted’ support. Home visits by the DHSW which help overcome 
emotional and practical barriers are particularly important. However, communications 
need to emphasise the supportive intention (rather than monitoring behaviour) and to 
recognise potential stigma some may feel about a ‘support worker’ visit. 
 
Childsmile in Nursery and School settings overcomes many barriers identified with 
engagement with Childsmile Practice. Provision of care during routine attendance 
times reduces extra input required from parents and provides a psychological 
distance from dental surgeries. Engaging ALL children in a target nursery or school 
year group also helps reduce stigma. Toothbrushing interventions in nurseries can 
also enhance engagement and promote the positive benefits of good oral health.  
 
Interpersonal communication is of prime importance to both lay and professional 
audiences. However, print materials need to be designed to support this work.  
These should employ simple text and, positive messages and visuals. Alternative 
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language options would also improve accessibility. Links can also be made via other 
relevant publications and interventions such as the Ready Steady Baby book, the 
Red Book, and patient held maternity records and Book Start. 
 
Childsmile staff: DHSWs and EDDNs have differing roles within Practice and 
Nursery and School. However, common needs are identified in helping facilitate 
programme promotion and service provision. These include: ready access to print 
materials and other resources, effective systems for stock replenishment; support in 
developing client record keeping; strong referral routes; regular updates on local 
programme developments; and ongoing development of professional skills.  
 
Dental clinicians were not interviewed as part of this research, but they have a lead 
role in managing practice teams, encouraging registration, providing child-friendly 
environments and supporting Childsmile staff. Childsmile needs to work with all oral 
health professionals and associated bodies to promote the benefits of preventive 
care, thus facilitating positive promotion to parents.  
 
Frontline professional intermediaries: Involvement of professionals working with 
young children is essential to endorse Childsmile messages and facilitate referrals 
and enrolment:  
• HVs are key referrers to Childsmile Practice, and facilitate identification of those 
most in need, providing introductions and relevant background information. 
Productive engagement is important to reduce reported variations in referrals  
• MWs also have a potential role, as yet not formally incorporated. Mothers feel 
they have more time to consider health issues in the antenatal period. MWs were 
willing to facilitate this process, albeit limited by demanding appointment sessions 
• nursery and school staff also have key roles: providing Childsmile session times 
and facilities; encouraging the necessary registrations, and promoting child oral 
health most notably through the toothbrushing sessions and distribution of packs.  
 
A variety of barriers and communication needs should be addressed in promoting 
oral health issues and Childsmile to professional intermediaries, for whom oral health 
is not a major part of their role, and who have to respect parents’ priorities often in 
the context of multiple problems. In turn this will encourage and facilitate their 
promotion of Childsmile to parents.  
 
3.0 Conclusions in relation to Social Marketing 
The study focussed on promotion and communication aspects of Childsmile 
programmes but our conclusions incorporate core social marketing concepts. 
 
Behaviour change: Childsmile has a complex mix of lay behavioural aims and 
objectives (e.g. dental registration, attendance for routine sessions, dietary changes, 
toothbrushing) and a mix of means by which these are achieved (e.g. campaign 
materials, improving knowledge, inter-personal invitations). Behaviour change 
among a variety of professionals is also required to make it work, many of whom are 
not managed by Childsmile and for whom oral health, while important, is not a 
priority issue. Promoting these multi-faceted behaviour changes is particularly 
challenging. 
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Audience research: Audience research should be on-going and not only focus on 
the client group, but also on the professional intermediaries and the client groups’ 
wider lay-support network. This is vital to ensuring development of effective 
interventions and communications which both reach the intended populations and 
which identify and address barriers to action. This presents particular challenges for 
Childsmile where there are variations in the level of provision; for example current 
geographical differences, albeit in the context of evolution towards an integrated 
model, and differences reflecting the targeted nature of some components.  
 
Segmentation: Childsmile aspires to a universal service with target groups receiving 
enhanced support. There are real risks inherent in narrow targeting. However, further 
segmentation can be helpful, especially in multifaceted campaigns, where other 
secondary groups (both professional and lay) are crucial to supporting the desired 
behaviour change. It is important to not only define who should form the core target 
group(s) but also at what stage: e.g. midwives have the opportunity in the antenatal 
period to promote dental attendance and introduce Childsmile.  
 
Exchange: Overt exchange items such as toothbrushing packs and drinking cups 
are already used by Childsmile. These received positive responses from parents as 
did other items such as brushing timers and child-friendly DVDs and books. 
‘Freebies’ such as these not only contribute to client learning, but also act as 
rewards for attendance and should help to facilitate giving of information and advice.  
 
Among professionals, providing accredited training can also act as an important 
incentive to participate, as can a rewarding work experience. Among dentists, 
professional recognition of their contribution is likely to be a positive exchange. In 
addition, providing relevant resources linked curricula can support nursery and 
education staff in wider teaching activities. 
 
Marketing mix: The multifaceted nature of Childsmile emphasises the importance of 
social marketing planning variables to bringing about individual behaviour change.  
 
Product: the primary product is the Childsmile service, although free oral health 
‘products’ can have an important role in gaining parents’ and children’s interest and 
can help to establish a positive image of the service as parent/child-friendly.  
 
Promotion: A carefully integrated mix of ‘promotional’ tools (leaflets, posters, videos, 
direct mail etc) is vital to both raising awareness and encouraging involvement of key 
stakeholders and lay audiences. Importantly, the Childsmile targeted components 
require that particular attention be paid to both choice of media and message 
content. Findings suggest referral sources can be as important as the service setting 
in helping to allay anxieties. Consequently, engaging familiar and trusted 
intermediaries as service ambassadors and gatekeepers is vital, as is supporting 
them through awareness-raising activities and providing details of the services 
available. This is particularly important where inter-personal recommendation is 
more influential than print and other media among key target groups.  
 
Price: Whilst dental services are free during the perinatal period for NHS patients 
and for children, accessing free adult dental care can be difficult in disadvantaged 
areas, and costs can be imposed for missed appointments. In addition, other ‘costs’ 
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associated with travel and inconvenience are apparent, Many of these issues can be 
addressed by provision of components in the home or nursery/school settings.  
Place: Among some parents, deep rooted dental fears discouraged routine 
attendance. Creating more ‘friendly’ environments helps address some of these 
problems as does taking the service to the target group in the form of additional 
home visits and delivery in nurseries and schools (it is important to recognise these 
support elements are not intended as a substitute for surgery visits).  
 
Partners: The effective functioning of the programme largely depends on partner 
agencies and local professional intermediaries to act as referrers, facilitate 
engagement, provide facilities, and to endorse the Childsmile service and brand. Key 
partners include HVs and preschool support and education services and potentially 
MWs. Childsmile also aims to include the GDS and salaried dentists. Involvement of 
frontline operational staff needs to be supported and it is suggested that establishing 
local ‘champions’ could help to facilitate inter-professional engagement and 
communication. Briefings and updates are essential, but need to be tailored to reflect 
the priorities and prevailing work loads of these groups.  
 
Competition: Parents and professionals alike have to balance competing demands 
and priorities, for example time pressures and varied expectations, which in turn 
affect the relative salience of oral health and levels of engagement with Childsmile. 
Parents in most disadvantaged populations are likely to have multiple lifestyle 
concerns, as well as challenges common to all parents in coping with new babies 
and young children. Chaotic lifestyles and input from many services can make it 
difficult to prioritise oral health and to connect with yet another service. Frontline 
intermediaries, such as HVs, MWs and pre-school workers, have to address many 
other issues and also have to be sensitive to the clients’ own priorities. Work remits 
and priorities need to be recognised in communications and support expectations.  
 
4.  Social marketing recommendations 
Recommendations focus on encouraging parental engagement with service 
components rather than on wider oral health behaviour changes such as 
toothbrushing and diet. 
1. Raise general awareness and profile of the Childsmile brand focusing on core 
values rather than details of service components. National media could be 
utilised, but must be sensitive to local variations and targeted service provision. 
2. Ensure the communication strategy reflects programme roll out nationally and 
locally. 
3. Promote local services locally, and avoid raising expectations for services which 
are not available.  
4. Avoid local public promotion where targeting at an individual level is employed. 
Targeting according to greatest need leads to greater risk of stigma and rejection, 
and goes against normative engagement. It also places particular reliance on 
direct or individual communications, letters, emails, text messages etc, and as 
such requires access to accurate client databases and high levels of 
collaboration with primary care and educational staff.  
5. Where targeting is employed it may prove beneficial to target children at a locality 
level, perhaps following the criteria for disadvantage used for nursery and school 
i.e. the lowest quintile. This would enable the programme to harness community 
norms and word-of-mouth promotion and reduce potential feelings of stigma. 
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Appropriate media include display posters, some forms of outdoor advertising, 
event based activities and local newsletters. Sensitivity to potential feelings of 
stigma remains important in inter-personal and print communications e.g. use of 
term ‘support’ and ‘support worker’. 
6. Standardise branding and literature and discourage ad hoc additions. 
7. Provide centralised national support for local activities and events (promotion 
materials, media training, press releases, organising launch events etc).  
8. Facilitate inter-professional engagement and communication. A local ‘champion’ 
could work proactively with local partner staff e.g. face-to-face contacts, 
awareness-raising sessions and local planning. Organisational structures can 
maximise opportunities for formal and informal inter-professional contact e.g. co-
location of DHSWs and HVs, and local meetings between DHSWs and EDDNs. 
Current Childsmile staff could be resourced to undertake this role. 
9. Clarify the distinction between ‘universal’ and ‘enhanced targeted’ services and 
ensure this is communicated to staff and partner professionals.  
10. Engage with relevant professional bodies to establish programme credentials and 
hence rewards of participation.  
11. Ensure provision of professional training and development, to reward Childsmile 
staff and help maintain standards. 
12. Provide awareness-raising/training activities among professional intermediaries 
on a local and continuing basis to encourage engagement. 
13. Use Childsmile staff as a resource and sounding board in planning local services. 
14. Develop the website to provide easily accessible information for professionals 
and parents, e.g. information in different languages, children’s activity pages, and 
local service contacts. Content needs to be mindful of the tension between 
universal and enhanced services.  
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1. Background and research aims  
 
Scotland has one of the highest rates of childhood dental decay in Europe, with 46% 
of 5 year olds experiencing dental decay (NHS Health Scotland, 2008a) and decay 
rates are disproportionately higher for children living in deprived communities. These 
health inequalities persist and by age seven 64% of Scottish children in the most 
deprived areas have decay in permanent teeth, compared to only 30% of children in 
wealthier communities (Merrett et al., 2007).  
 
1.1 The Childsmile Programme 
Childsmile is a childhood oral health service which aspires to give every newborn in 
Scotland access to Childsmile care, with additional support targeted towards those 
children and families most in need. The developing Childsmile programme is based 
on a fully integrated model comprising four main components: 
 
• a core toothbrushing programme in nurseries and distribution of toothbrushing 
packs (0-5 years) and drinking cups 
• Childsmile Practice; promoting oral health from birth. All children will be 
offered a tailored programme, incorporating oral health promotion (dietary 
advice and toothbrushing demonstration/ fluoride advice) and clinical 
prevention including fluoride varnish applications within dental services 6 
monthly from the age of 2 years. In addition, those identified as having 
greatest need will be offered an enhanced component e.g. more home visits 
and longer/ more frequent appointments at dental services   
• Childsmile Nursery; preventive programmes for children in nurseries drawing 
pupils from the lowest quintile, incorporating fluoride varnishing 
• Childsmile School; school-based dental service for children aged 4 and 
upwards in deprived areas (lowest quintile), incorporating fluoride varnishing 
and, in some areas, fissure sealants. 
 
Due to the evolutionary nature of the programme, Childsmile is at varying stages of 
implementation in the programme’s three administrative regions; West, East and 
North. Whilst services were not fully established within regions, at the time of the 
primary research Childsmile broadly encompassed the following components (Table 
1.1): 
  
Table 1.1 Childsmile components at the time of the primary research  
Region Main component at time of research 
West Childsmile Practice; support from birth, incorporating Dental Health Support Workers 
(DHSWs) who visited families in the home and encouraged registration with primary 
care dental services where children receive a tailored programme of oral health 
promotion and clinical preventive care.  This is often delivered by an Extended Duty 
Dental Nurse (EDDN) working alongside other members of the dental team.  
East  Childsmile Nursery and School; incorporating DHSWs and EDDNs who visited 
nurseries and schools to deliver fluoride varnishing on a 6 monthly basis. (A pilot fissure 
sealant programme had commenced in Fife schools, where sealants are placed by the 
dentist or hygienist/therapist). 
North All components of Childsmile were being gradually introduced to form an integrated 
model, but were not in place where interviews were undertaken.   
All All areas had experience of toothbrushing programmes in nurseries/pre-school 
institutions over several years, together with distribution of toothbrushing packs and 
drinking cups. 
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Over the next three years, however, the programme will be rolled out across 
Scotland, with all components becoming available in all regions. This expansion will 
involve the Childsmile staff (DHSWs and EDDNs in varying roles) and dentists (not 
addressed in this study), but will also benefit from the support of a range of 
professional groups who work with young children and families, including public 
health nurses/health visitors, midwives and pre-school education and social services. 
For the programme to be successful it is critical that it engages with a wide range of 
stakeholders, including carers/parents, professional groups and voluntary 
organisations. Social marketing provides a useful framework for this type of 
multifaceted promotion.  
 
1.2 Social marketing  
Social marketing interventions have been shown to impact effectively upon 
knowledge, awareness, attitudes and behaviour in a number of areas such as 
nutrition, substance misuse and physical activity (Gordon et al., 2006; Stead et al., 
2007). Social marketing draws on marketing theory, principles and practice to bring 
about social change: 
 
“social marketing is the application of commercial marketing 
technologies to the analysis, planning, execution and evaluation of 
programmes designed to influence the voluntary behaviour of target 
audiences in order to improve their personal welfare and that of 
society” (Andreasen, 1995: 7) 
 
At the heart of social marketing are six principles; behaviour change, audience 
research, segmentation, exchange, marketing mix, and competition (e.g. McDermott 
et al., 2005). Behaviour change and increasingly audience research and 
segmentation have been incorporated as good practice within health promotion. 
However, the later three, exchange, marketing mix and competition are less 
commonly addressed. The exchange concept refers to the exchange of values or 
benefits for a good or service. One increasingly used approach is incentives, which 
are provided to foster adoption of behaviour change, for example within smoking 
cessation (e.g. Cahill & Perera 2008, Jochelson 2007). Within oral health ‘free’ items 
such as toothbrushes packs or beakers may play a similar role and are especially 
relevant, as incentives tend to be used to motivate a person to try a desired 
behaviour for the first time. The term ‘marketing mix’ refers to the 4Ps of the 
marketing mix – product, price, place and promotion. Social marketing promotional 
campaigns use marketing more broadly than just running a mass media campaign, 
typically selecting a range of media and channels to reach the target audience(s) with 
relevant messages and support. Other Ps include ‘policy change’ and ‘partners’ – for 
example, training of intervention delivery agents. The concept of ‘competition’ relates 
to competition between behaviours, activities and resources for different 
stakeholders. For example, oral health competition could occur in a number of areas 
for different stakeholders as apparent in the study and illustrated in Table 1.2. 
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Table 1.2 ‘Competition’ examples in the area of oral health 
Stakeholder Competition factor 
Parents/carers  Diet choices: healthy food versus desired snacks 
Morning and bed time activities: toothbrushing, bottles as comforters versus 
difficult bedtimes 
Other issues affecting well being of the child and family, such as income 
and housing, which impact on intention and ability to engage with services 
Dentists Demands on time: providing treatment versus preventive checks and 
information 
Health promotion 
staff  
Types of messages and issues: oral health versus other topics as priority 
issues  
Types of activities: short term versus long term continued support 
Public health 
nurses/health 
visitors and 
midwives 
Demands on time: prioritising different client groups, risk activities and 
behaviours  
 
Less common, although highly relevant to the current project is the division between 
operational social marketing, which is directed at achieving defined behavioural goals 
(i.e. toothbrushing and registration with dentists), and strategic social marketing, 
which aims to influence policy and institutional/social structures (i.e. increased value 
of promoting child oral health by professional groups and inter-organizational 
communication). From our scoping interviews it is clear that both of these are 
relevant to the expansion of Childsmile. 
 
1.3 Research aims and objectives  
The overall aim of this study was to inform the communication strategy and the 
development of local social marketing campaigns designed to improve uptake of the 
Childsmile programme as the routine dental service from birth in selected areas in 
Scotland’s three administrative regions. More specifically the objectives were to 
assess: 
 
• current knowledge, understanding and perceptions of Childsmile and 
programme’s main components, namely Childsmile Practice, Nursery and 
School 
• which family members hold the most influence over the children’s oral health 
and the main facilitators and barriers to engagement with dental services 
generally and in relation to the Childsmile programme 
• how best to promote the programme as the routine dental service available 
from birth 
• how best to market the programme to meet the needs of expectant mothers, 
families with new-born and/or young children 
• how best to market the programme to facilitate the registration of babies and 
young children. 
 
This was achieved in two ways: a review of literature and primary research. The 
literature review is reported elsewhere (Holme et al., 2009) with insights incorporated 
in this report (see Methods Section 2 and throughout).  
 
The aim of the literature review was to identify the evidence-base and literature and 
wider information available on social marketing campaigns relating to children and 
family-child health in three topic areas, oral health, childhood vaccinations and breast 
feeding, with a particular focus on service uptake and attendance. Identified 
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interventions are summarised in Appendix 1. This was also intended to inform the 
topic guides and provide illustrative material for the next stage of the study which is 
reported here, namely qualitative research with parents and professionals.  
 
The aim of the primary research was to further understanding in relation to the 
objectives outlined above. 
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2. Methodology  
 
In order to achieve the aims set out in the research brief an exploratory approach 
was adopted, enabling understanding of perceptions and experiences among service 
users (i.e. parents/carers who are eligible to participate or who are already 
participating) and service providers (i.e. local health professionals responsible for 
supporting and delivering the service) of the various programme components and the 
factors that facilitate and hinder engagement and delivery. Such an approach 
enables examination of the problems and challenges from the dual perspective of 
both consumers and suppliers of the programme, thus enabling the research to 
advise Childsmile on how best to market the programme through a process of 
extrapolation. In this way communication strategy is informed by stakeholders’ 
understanding of the problems and barriers and facilitators, rather than by focussing 
on their views and opinion on what types of communication approach are seen to be 
more or less effective.  
 
A staged research design was used: 
 
• Stage 1: Scoping exercise; qualitative interviews with key stakeholders and a 
literature review 
• Stage 2: Primary research with parents/carers and health professionals. 
 
2.1 Stage 1: Scoping exercise and literature review 
Initial qualitative interviews were undertaken with key stakeholders such as: 
representatives from the Childsmile Evaluation Board and Team; regional 
programme managers; and those with relevant professional perspectives such as 
health visitors. These interviews enabled the researchers to gain understanding of 
the current programme activities and future roll-out, strategic issues relating to 
recruitment and engagement, and views on approaches for the promotion and 
marketing of Childsmile and examples of current promotional media. This informed 
the subsequent stages but was not analysed or included as part of the report. 
 
The review (Holme et al., 2009) examined academic and ‘grey’ sources outlining 
social marketing campaigns directed at increasing parental/carers’ and professional 
engagement with child and family health interventions (full methods included in the 
report). The focus was on campaigns and projects related to childhood oral health, 
childhood vaccination and breastfeeding. All three areas relate to the topic and target 
groups for Childsmile as illustrated in Table 2.1 below. 
 
Table 2.1 Topic similarities  
Topic area  Topic similarity  
Target groups  
Location of 
promotion  
Childhood 
oral health 
Same Same Same 
Childhood 
vaccination  
Preventive care  Young children, their carers, staff 
providers 
Hospitals, schools, 
wider communities  
Breast 
feeding  
Change in 
behaviour and 
promoting a 
choice which 
may be against 
the social norm  
Targeted to expectant and new mothers 
with specific attention to young mothers, 
first time mothers, and those in low 
socio-economic groups. Increasing 
targeting of the wider social network of 
fathers, grandparents, and friends 
Pre-natal, 
hospitals, mother 
groups etc 
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The literature review also identified other suitable material for use in the qualitative 
research, in addition to the Childsmile items already identified through the initial 
stakeholder interviews. These examples from previous social marketing campaigns 
enabled us to examine the level of fit between different communication approaches, 
styles and messages and their ability to address problems and barriers associated 
with programme uptake and engagement. These materials were used to stimulate 
discussion and dialogue around communication needs, and to explore possible 
approaches.  
 
2.2 Stage 2: Primary research  
2.2.1 Methods 
Focus groups and mini-groups allow participants to interact with each other, to voice 
their own views and experience as well as respond to others in the group. The parent 
groups comprised a maximum of eight respondents to ensure that a sufficient range 
of views were heard. The professional groups were conducted as mini-groups as it 
was difficult to arrange a meeting of larger numbers. Groups were moderated by 
experienced qualitative interviewers, held in convenient ‘neutral’ locations such as 
community halls or other venues connected to the location where the respondent 
was recruited (e.g. family centres, work places). A topic guide was used in all groups 
to ensure coverage of relevant issues. This was not used as a rigid structure for the 
groups but rather to act as a check list of key topic areas to be covered. The topic 
guides reflected the research questions and were informed by the initial stakeholder 
interviews, literature review and input from the Steering Group. The focus groups 
were audio-recorded with the consent of participants.  
 
2.2.2 Focus group samples  
The research sampled two local stakeholder groups, parents and carers of children 
eligible for the Childsmile programme (with a mix of those who had or had not 
experienced Childsmile), and key professionals responsible for supporting and/or 
delivering programme components in the three administrative regions.  
 
The parent sample composition reflected the aspiration of Childsmile to reach 
children from birth, paying particular attention to recruiting participants who were first 
time parents/carers with a child aged 0-3 years. The sample also incorporated 
participants with more than one child including children aged 4-8 years who were 
eligible for the nursery and school-based Childsmile programmes. Reflecting the 
need to reach parents with particular support needs each group incorporated some 
single parents. Respondents were recruited as parents/carers who had the main 
responsibility for care of children of this age group. This was largely mothers with 
only two fathers participating. Finally, the sample was drawn from lower 
socioeconomic groups C2DE and lived in disadvantaged areas, with all respondents 
recruited from communities notified to the researchers as having Childsmile 
programmes in place where applicable. The sample therefore incorporated the 
following quota variables, outlined in Table 2.2. 
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Table 2.2 Parents/carers sample 
Group Location  Child Age Group Urban/ Rural 
1 West1 One child; 0-3 years Urban 
2 West1  Children ages 0-3 years and 4-8 years Urban 
3 West1 One child; 0-3 years Urban 
4 West1  Children ages 0-3 years and 4-8 years Urban 
5* West1  BME group (at least one child 0-8 years) Urban 
6 East2  One child; 0-3 years and 4-8 years Urban 
7 East2 Children ages 0-3 years and 4-8 years Urban 
8 North3  One child; 0-3 years Rural 
9 North3  Children ages 0-3 years and 4-8 years Rural 
10** East2 Children ages 0-3 years and 4-8 years Urban 
*Group 5 was recruited as a mini group comprising up to five respondents 
** Group 10 represents an additional focus group carried out in response to low turnout for Groups 6 
and 7 
1
 Areas where Childsmile Practice established 
2 Areas where Childsmile Nursery and School established 
3 Areas where Childsmile components were not yet rolled out 
 
The key professionals interviewed are outlined in Table 2.3. Drawn from across the 
main regions, they comprised: Extended Duty Dental Nurses (EDDNs) & Dental 
Health Support Workers (DHSWs) who have direct roles in Childsmile; public health 
nurses/health visitors who are main referrers to Childsmile Practice [referred to as 
Health Visitors (HVs) in the text]; midwives (MWs) who have a potential role in 
referral not yet addressed in Childsmile; and nursery/nursery school/family centre 
staff who have a major role in supporting Childsmile Nursery as well as coming in 
contact with children eligible for Practice. Experience varied depending on the 
components in place in their area, permitting only limited responses based on direct 
knowledge, e.g. only one group of HVs had experience of Childsmile Practice in their 
area. 
 
Table 2.3 Sample of key professionals 
 
 
Group 
 
 
Professional group 
Administrative area  
(main Childsmile 
component) 
Main 
geographical 
area covered  
4 Public health nurses/health visitors1 East (Childsmile Nursery 
and School) 
Urban  
5 Public health nurses/health visitors1 West (Childsmile Practice) Urban  
6 Public health nurses/health visitors1 North (Early roll-out, 
Childsmile unknown in 
interview areas) 
Rural 
1 Nursery/nursery school staff East (Childsmile Nursery 
and School) 
Urban 
3 Nursery/nursery school staff North (Early roll-out, 
Childsmile unknown in 
interview areas) 
Rural 
2 Community midwives West (Childsmile Practice) Urban  
7 Childsmile Extended Duty Dental Nurses 
(EDDNs) & Dental Health Support 
Workers (DHSWs)2 
East (Childsmile Nursery 
and School) 
Urban  
8 Childsmile Extended Duty Dental Nurses 
(EDDNs) & Dental Health Support 
Workers (DHSWs) 2 
West (Childsmile Practice) Urban  
1 Termed ‘Health Visitors (HVs)’ in the report, reflecting how parents and professionals referred to 
them 
2 Roles of EDDNs and DHSWs varied reflecting the Childsmile component 
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2.2.3 Recruitment 
Parents/carers were recruited as the person with the main responsibility for day-to-
day care of the child/children regardless of the person’s relationship to the child 
(grandparents, foster parents, fathers etc). Respondents were informed that the 
discussion would be confidential and in recognition of expenses incurred and for their 
contribution to the research were offered £25. Professionals were recruited through 
the relevant management structures and participants in one group interviewed 
outside work time received a small financial sum in recognition of their expenses. 
 
2.2.4 Analysis  
With the consent of participants, all focus group discussions and interviews were 
recorded as digital audio files, which were then transcribed in full for thematic 
analysis. Transcripts were organised using a thematic framework based on topics 
specified in the discussion guide and emerging themes identified through a process 
of familiarisation with transcript texts.  
 
2.3 Report outline 
The findings are presented from two main perspectives. Firstly, responses across the 
key areas of enquiry are given: attending general dental services (Section 3); and 
responses to Childsmile Practice (Section 4) and Nursery and School (Section 5) 
among parent/carers and professionals.  Section 6 provides an analysis to inform the 
development of a communication strategy designed to improve uptake of Childsmile, 
building on findings outlined in Sections 3-5. Section 7 concludes the report building 
on Section 6 by revisiting the findings of the Stage 1 literature review (Holme et al 
2009). Final recommendations are then summarised. 
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3. General background relating to oral health and uptake of dental 
services 
 
This section addresses the first two research objectives: 
 
• which family members hold the most influence over the children’s oral health  
• what are the main facilitators and barriers to engagement with dental services 
generally. 
 
The focus groups covered issues ranging from the value attached to healthy baby 
teeth, diet, how toothbrushing was carried out, how toothpaste was chosen, views 
and experiences of registering with the dentist which inform the following sections 
and information sources. 
 
3.1 Which family members hold the most influence over children’s oral health? 
As in the literature review (Holme et al., 2009), the research showed that in general 
the mother is the main family member to hold the most influence over the child’s oral 
health. During recruitment of ‘parent/carers’, care was taken to identify respondents 
responsible for the day to day care of the child and only two fathers were included. 
The focus group interviews also confirmed that mothers’ roles included key areas 
related to the child’s oral health; feeding the child, taking the child to the dentist and 
other clinics, and supervising toothbrushing. However specific examples were given 
of fathers (and other members of the family) playing a more limited role such as 
supervising toothbrushing or taking the child to the dentist. Sharing activities can be 
due to work patterns, joint custody and the child’s willingness to do something for one 
parent but not the other: 
 
“my friend's kid, only his dad can brush his teeth. His mum, my friend, 
can't brush them. He won't let her near him with a toothbrush, but his 
dad can brush them” (Parent, North (Grampian), One child 0-3 years) 
 
A number of other family members (e.g. grandmothers, aunts, and siblings with 
children) can also exert influence over children’s oral health through 
advice/information and food choices when caring for the child or when visiting. This 
influence tended to be negative, in particular grandmothers encouraging sweets, but 
could be positive depending on the knowledge the person has regarding children’s 
oral health. In addition, respondents reported that being aware of relative’s children 
having excessive decay was a trigger to better oral care for their own children. 
Parents’ perceptions of family influences, especially that of grandmothers, were 
echoed by professionals:  
 
“my mum’s determined, he loves lollipops and it’s just, it makes you 
cringe, ‘Don’t give him a lollipop, his teeth are trying to grow, leave him 
alone’, ‘But he loves it’, ‘No, he doesn’t. You give him a worm and he’ll 
love that too’” (Parent, East (Fife), Children 0-3 & 4-8 years) 
 
“my Ma keeps telling me to keep going and going and going [to the 
dentist]. But I’m just pure petrified of them. There’s just a phobia there, 
and I don’t like it.” (Parent, West (Glasgow), Children 0-3 & 4-8) 
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“but it still is, it’s your grandmothers and your great grans you’ve got to 
get through to. I’ve had patients coming in and it’s like you’re speaking 
to the wife, but the wife speaks to the husband and then the husband 
speaks to the gran, so it really is the grandparents you’ve got to speak 
to, especially within that sort of community” (DHSWs & EDDNs, West)  
 
 The mother is in general the key individual responsible for the child’s oral 
health. However there is often a well developed wider support circle which 
can exert both positive and negative influences and are therefore likely to 
be an important additional target audience for promoting a service such as 
Childsmile. 
 
3.2 What are the main facilitators and barriers to engagement with dental 
services generally?  
3.2.1 Main facilitators for parents engaging with child dental services 
Positive facilitating features identified in the literature review (Holme et al., 2009) 
associated with engagement with childhood oral health services include caregiver’s 
level of education, health beliefs which identify oral health with overall health, and 
possessing dental insurance coverage (Slack-Smith, 2003). Mothers’ engagement 
with their own oral health (i.e. having regular dental care) has also been shown to 
have a facilitator role, both for younger children (3-6 years old) who are more likely to 
be receiving preventive services and dental care in the future (Grembowski et al., 
2008), and for 9 year olds for whom they are more likely to actively supervise 
toothbrushing (Saied-Moallemi et al., 2008). Indeed there are indications that positive 
oral health beliefs can mitigate potential structural barriers such as a lack of 
accessible transportation, school absence policies, and discriminatory treatment 
(Kelly et al., 2005).  
 
In the primary research, parents and carers indicated the presence of a number of 
these facilitators to engaging with dental services including; seeing oral health as 
important, seeing dental registration as part of normal activity, positive suggestions 
by the health visitor or someone in the social circle, being registered with a dentist 
themselves, having a place ‘pre-registered’ for the child, and in some cases tenacity 
in seeking out registration with a dental practice where services were limited. In many 
cases the child’s first tooth or complete set of teeth acted as a trigger for registering 
with a dentist: 
 
“they all got registered as soon as they were born. So he obviously told 
me as soon as the first teeth came through to start doing their teeth, 
and I used to just take them before then to get them used to sitting in 
the chairs and things, and he would talk to them so they weren’t 
nervous when they went to the dentist” (Parent, West (Glasgow), 
Children 0-3 & 4-8 years) 
 
“before they were - well, five months upwards. Four, five months 
upwards. I used to just give them it to play with, so they’d be chewing 
on it, and if you put a tiny dab of toothpaste on it or something. But I 
didn’t at that stage show them how to brush their teeth. But they’ve 
always had a toothbrush, do you know what I mean?” (Parent, West 
(Glasgow), Children 0-3 & 4-8 years)  
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“I was told by my health visitor when I had my first son that I was to 
take him and enrol him as soon as he got his first tooth so I did, and 
then I’ve done it with the two girls as well” (Parent, East (Fife), Children 
0-3 & 4-8 years)  
 
“but you want them to look after their teeth because if they think that 
okay, my son thinks, ‘well, I’ve lost one, I’ve got a new one, when I lose 
that I’ll get another one’. They’ve got to understand that once they get 
the second ones there’s no going back” (Parent, North (Grampian), 
Children 0-3 & 4-8 years) 
 
“because that’s what even the schools saying, there’s a lack of 
dentists, but because we’ve been with that dentist all the time, it’s like 
I’ll put in a pre-placement, like when I was pregnant, I said right there’ll 
be another one on the way” (Parent, East (Fife), Children 0-3 & 4-8 
years) 
 
Importantly many identified having a number of teeth, or full dentition as the trigger to 
engagement, contrasting with Childsmile aspiration for early enrolment to facilitate 
the establishment of positive oral health behaviours from birth: “they’ve all been to 
the dentist as soon as they got teeth” (Parent, North (Grampian), Children 0-3 & 4-8 
years) 
 
It was also apparent that some parents with poor oral health and limited engagement 
with services were keen for their children to have active dental care to prevent a 
similar experience. In particular, parents were concerned about the stigmatising 
effect of an unsightly smile and described children in their areas who were noted for 
poor dentition. This is counter to the literature which identified poor parental oral 
health as a barrier to engagement, although that still remains a factor for many 
(below): 
 
“I’ve actually got false teeth due to being too scared of the dentist. And now I 
regret losing all my teeth … And I keep saying to them [kids], ‘You don’t want 
these. They’re horrible. They’re really horrible’” (Parent, West (Glasgow), 
Children 0-3 & 4-8 years) 
 
3.2.2 Main barriers for parents engaging with services 
The literature identified a number of barriers to parents taking children to the dentist 
include psychosocial aspects covering both their own and the child’s dental anxiety 
(Soulliere, 2009), mistaken oral health beliefs, low importance of primary teeth and 
perception of need balanced in relation to costs (Kelly et al., 2005). A study of 268 
UK mothers of young children at high-risk of caries found a number of gaps in 
knowledge and weak support for oral health (Blinkhorn et al., 2001). Studies have 
also indicated that low-income caregivers can have poor oral health expectations 
which can discourage use of dental services (Amin and Harrison, 2009).  
 
This research found evidence of a number of these barriers including; association 
with pain relief rather than prevention, dental fears, mother not registered or regularly 
attending the dentist, misinformation, such as seeing the child as too young for the 
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dentist, lack of dentists/waiting lists, and perceived costs resulting from missed 
appointments: 
 
“I suppose at the end of the day if you need to take them to the dentist 
you’re going to take them anyway, do you know what I mean? If they 
have to go to the dentist you’re not going to just leave them. My little 
one would tell me. She’d tell me [if she was in pain] and I’d just take her 
to the dentist” (Parent, West (Glasgow), One child 0-3 years)  
 
“I would rather not take him because I could feel myself, as soon as I 
go in to a dentist the sweat runs off me and I don’t want to pass that on 
to him (…) I could be sitting smiling and the tears are streaming down 
my face you know, and I really don’t want him to see me like that and I 
don’t want him to feel any of that from me” (Parent, East (Fife), Children 
0-3 & 4-8 years) 
 
“I think one of the biggest actual fears is, well it’s been a little while 
since I’ve been to the dentist, it’s actual, for the kids, actual going to the 
dentist and seeing all their equipment and that. Because it does 
actually scare, because you’re lying in that chair and you look up and 
all you see is this light coming down towards you and if they tried to 
make that like a bit like a different character, like they had lighting just 
for kids going in or a friendly room might [be better]” (Parent, East 
(Fife), Children 0-3 & 4-8 years) 
 
“I was told the next time I ever go to the dentist I was to make an 
appointment for the little one, and that way he can get his teeth 
checked out. But I don’t go to the dentist regularly myself” (Parent, 
West (Glasgow), BME at least one child 0-8 years)  
 
“yes, mine is obviously too small to take to the dentist right now, but I 
don’t know if you should take them just to make sure their gums are 
forming, because you get told that sometimes they can get affected 
gums, but I’ve never really bothered, just never thought about taking 
her up to the dentist, because she’s only, like, six months, and pureed 
stuff, which - I don’t know” (Parent, West (Glasgow), BME at least one 
child 0-8 years) 
  
Professionals’ perspectives of parental barriers to engaging with dental 
services 
A number of factors were recognised by the professionals as presenting a barrier to 
parents, which showed considerable understanding of the issues identified by 
parents. These included: parents’ tendency to link dental attendance to response to 
pain rather than preventive care, with decay happening ‘all of a sudden’; lack of 
motivation in part linked to competing parental priorities among vulnerable families; 
and lack of cultural awareness of importance of toothbrushing/oral health. In addition, 
some commented on less ‘official’ pressure on parents to keep up dental attendance 
compared with, for example, immunisations. While these are reported ‘second hand’ 
they are important insights for Childsmile: 
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“a lot of them are off if they’ve just got a sniffle. It’s not that they don’t 
worry about their kids when they’re unwell. It’s just teeth”  
“some of them only go to the dentist if they’ve got toothache. They 
don’t see it as a regular thing you need to upkeep every six months. It’s 
just, ‘oh, I’ve got toothache. I need to go and get a dentist’” (Pre-
school/Nursery, North) 
 
[professional talking about a case of a child with an abscess]  
“of course, you’d go up there [dentist], waiting until the doors open. But, 
even that is not a priority for them, because their priority was, ‘I got a 
crap sleep last night’, they’re not thinking, ‘My poor child’s in pain with 
an abscess’ so priorities are [different] …” (DHSWs & EDDNs, West) 
 
“it’s going into the dentist, getting people to actually attend, make 
appointments and actually go there, and it’s cultural, it’s going to take a 
long time to shift it” (Public Health Nurses/HVs, North) 
 
“I think with our parents, some of them have got such poor dental 
hygiene themselves, we need to start educating them” (Pre-
school/Nursery, North)  
 
“like [name] was saying, the parents are here because they have needs 
themselves. It’s because of their parenting skills. So even just to get 
them to attend their children’s session is a big achievement” (Pre-
school/Nursery, North) 
 
“and they’ve got other problems, so oral health seems maybe like … it’s 
low down in their estimations” (DHSWs & EDDNs, West) 
 
“if there’s more importance placed on it, that you have to take your child 
to the dentist. If they’re not taking them to see the health visitor or 
they’re not getting their immunisations, it gets picked up, and flagged, 
and people start looking at, ‘well, why are they not caring for their 
child’s needs in that respect?’ You know, ‘why are they not taking them 
to this appointment and the next appointment?’ But dentists, it seems 
to be a bit more, like, well, you can take it or leave it. You know, it 
doesn’t seem like you have to take your child to a dentist, you know? 
Especially not with these initiatives now, like, ‘Oh, well, they’re getting 
their teeth brushed when they go to school, so...’” (Pre-school/Nursery, 
North) 
 
The literature review also identified structural factors, such as the location of the 
service, have also been shown to be a barrier (Camardese, 2007) for American 
teenagers, suggesting this is likely to be an important concern for parents of younger 
children who have to rely on public transport to access services. Additional factors, 
such as socio-economic status and insurance status have also been identified as 
important barriers. For example, parents of pre-school children in the United States 
face barriers such as a lack of insurance coverage, cost of care and difficulty finding 
providers who accept their insurance (Slack-Smith, 2003). A recent United States 
survey of 1,608 parents with children between the ages of 3-17 found that 57% of 
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children began going to the dentist by age three, with 82% overall receiving at least 
annual dental care compared with only 58% of children without dental insurance. 
Fourteen percent of parents found it difficult to find a dentist who would accept their 
public health insurance (Soulliere, 2009). Barriers in relation to cost in Scotland may 
exist between NHS and private care, especially in practices which only accept 
children as NHS patients if parents register privately. 
 
The relevance of structural barriers for parents/carers was explored within the focus 
groups and similar general issues such as location of the dentist and waiting lists 
were raised by respondents: 
 
“I made an appointment but they said that it was too full and they’d get 
back to me, so I’m still waiting” (Parent, West (Glasgow), One child 0-3 
years)  
 
“it’s just because we moved last year and it was hard getting up to the 
dental practice and then it was harder trying to find one down here 
because nobody was interested, so the school put us in touch with the 
hospital, so we go there” (Parent, East (Fife), Children 0-3 & 4-8 years)  
 
In the UK, dental care is free during pregnancy and one year thereafter, but only to 
NHS patients, and NHS practices are less readily available. In addition, parents 
might be deterred by charges made for missed appointments, even if the original 
appointment would have been free of charge: 
 
“yes, I do get it, because I get the child tax credits, so I get all that, the 
dental care free, but I’ve not been back to the dentist, because I know 
I’m going to be charged a fee. They charge you if you don’t, obviously, 
turn up for your appointment” (Parent, West (Glasgow), BME at least 
one child 0-8 years)  
 
 There are a number of well documented barriers and facilitators to 
accessing dental health services and these were identified in the qualitative 
research. Although structural barriers such as waiting lists were raised, 
psychological barriers such as fear of the dentist and lack of knowledge of 
the preventive aspect of dentist services seemed more significant. Making 
parents aware of modern treatment techniques and up-to-date information 
about children’s oral health (e.g. what age to register) is critical to 
overcoming parents’ negative experiences.  
 
3.2.3 Facilitators and barriers for professionals engaging with child dental 
services 
The literature review identified a number of barriers which make oral health 
professionals less likely to provide child focused oral health treatment and 
information. These include lack of training and poor clinical understanding of child 
oral health. One study identified the positive impact of including paediatric dentistry in 
clinical training on perceptions of stressfulness of restorative treatment of 3-6 year 
olds (dentists’ perceived stress focussed on perceived fears of the child) (Splieth et 
al., 2009). 
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HVs, MWs and pre-school and education professionals in the sample identified a 
number of these barriers including confusion over who had a main role in children’s 
oral health, lack of time, poor understanding of how they could engage, poor 
understanding of oral health, no official requirement to raise oral health with clients, 
and recognising a low priority set by the client group as already mentioned: 
 
“I was always a bit unsure how it works. Is it the health visitor - would 
they not have responsibility for the children’s teeth as well? Or does it 
not...?” (Pre-school/Nursery staff, North) 
 
In addition, professionals had to be sensitive to the client’s own priorities in 
establishing a relationship and taking forward productive working: 
 
“we see parents but not, unlikely around oral health and hygiene unless 
it was a … child who is perhaps not registered at a dentist you know. 
You’d make contact then, but we don’t do anything like you know, 
routinely handing out leaflets or anything at a certain age … But there’s 
no actual requirement or guidance that we have to or we should be 
doing it, it’s just really incorporated within a child’s health and 
wellbeing, it’s just one aspect of it” (Public Health Nurses/HVs, East) 
 
 Professionals had a wide range of experiences with engaging with oral 
health. In general, HVs, MWs and pre-school and education professionals 
experienced time shortages and conflicts with other topic priorities and 
time pressures. In similarity with the parents, it is clear that an increased 
awareness of modern dental practices and services and up-to-date 
information about children’s’ oral health and local contacts would promote 
positive support.  
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4. Childsmile Practice 
 
This section explores parents’ and professionals’ views of Childsmile Practice, 
specifically: 
 
• what are the current knowledge, understanding and perceptions of Childsmile 
Practice 
• what are the main facilitators and barriers to engagement with Childsmile 
Practice. 
 
Childsmile Practice is established within many areas in the West (Section 1.1) but 
within our sample there was a mix of parental engagement and some local 
professional respondents did not know about the programme in detail. Some 
respondents in the West were therefore responding to the concept and its 
components, rather than actual experience, as were respondents from East and 
North areas. 
 
4.1 Parents and Childsmile Practice 
This section explores knowledge, awareness, and understanding, and facilitators and 
barriers to accessing Childsmile Practice among parents.  
 
4.1.1 Knowledge, awareness and understanding of Childsmile Practice 
Very few respondents had direct experience of Childsmile Practice, with a few more 
having vague memories of hearing about it but not engaging. This was in spite of the 
research being conducted in postcode areas covered by Childsmile. Interestingly, for 
some there was confusion about whether or not they had had contact with Childsmile 
staff. For example there was animated and inconclusive discussion in one group 
about whether a home visit focussing on oral care had been from a DHSW or not: 
 
“R: a wee lady came up to me about the Childsmile and then she came 
out to my house and filled in forms and then she registered it 
M: Was she a health visitor? 
R: Was that a lassie with dark hair, long dark hair? 
R: Aye 
R: That was the same one that came to my bit 
M: So you haven't had dental health support workers, it's always been 
the health visitor 
R: Health visitor” (Parent, West (Lanarkshire), One child 0-3 years) 
 
The initial introduction to Childsmile is intended to come from the health visitor. 
However, in general, the recollection among parents about oral health topics being 
covered in health visitor home visits was low, perhaps due to the rushed nature of 
having small children and the variety of issues covered. It was apparent, however, 
that many parents registered directly with a dentist (Childsmile or otherwise) when 
they were urged to do so, especially by a trusted professional such as a dentist or 
health visitor. 
 
Continued support by the DHSW was not reported by our respondents, but a few had 
attended sessions with the EDDN within Childsmile Practice surgeries as well as the 
child being seen occasionally by the dentist for a check-up. Sessions were seen as 
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valuable with useful and often new information on solid foods, especially sugar and 
fat content in ready made food and appropriate drinks.  
 
A positive view of the experience is illustrated in the following dialogue between an 
attender and non-attender, which also shows the strength of peer recommendation: 
 
“it's not just going in to the dentist. It's sitting and speaking to the 
woman for, like, half an hour when she goes through everything. … 
Actually [son] has only been in the dentist's chair once. It's mainly 
been, like, meetings, one to one meetings about having sugars and the 
best things for their diet and stuff like that” 
“that's good 'cause I've not had that. I just know thae things from, like, 
speaking to other mums, so it's not through anybody, well, and going to 
the dentist, but not, like, the support person” (Parent, West 
(Lanarkshire), One child 0-3 years) 
 
“they give you hundreds of stuff, too. They give you a toothbrush for 
them and toothpaste and, like, they sit with you and go through stuff 
that you can give them to eat, what's bad for their teeth and what's not 
bad for their teeth and all that” (Parent, West (Lanarkshire), One child 
0-3 years) 
 
Overall the perceptions of Childsmile Practice were positive as it was seen to 
increase their children’s wellbeing - improving access to oral health care and 
increasing their knowledge. The few that had heard of Childsmile but not engaged, 
did not appear to have made a conscious decision not to, but had perhaps missed 
the initial opportunity and it was not pursued further, either by themselves or the 
relevant professional: 
 
“somebody came out to my house when my daughter was first born; they 
came out and my health visitor arranged that but I wasn’t in and she put a little 
letter through my door and then I had to go up and see her, but that was the 
last I saw it; but she did come up to the door but I wasn’t in” (Parent, West 
(Glasgow), One child 0-3 years) 
 
As one mother said in relation to the concept of a home visit: 
 
“no, I would be happy with anything that would, that’s going to help 
your child in the long run” (Parent, West (Lanarkshire), Children 0-3 & 
4-8 years)  
 
4.1.2 Facilitators and barriers to accessing Childsmile Practice  
This section explores the facilitators and barriers experienced or perceived by 
parents in accessing Childsmile Practice.  
 
Facilitators 
Many of the facilitators for parents registering their child with Childsmile Practice 
relate to the general facilitators for engaging with dental services (see Section 3.2.1). 
These include seeing oral health as important, being registered with a dentist and 
registering children being seen as ‘routine’, and, in some cases, showing 
 18 
considerable tenacity in registering. In addition, positive suggestions by professionals 
or friends or family members were also important.  
 
Registering with Childsmile dental practice 
Staff promoting early registration with the Childsmile Practice included HVs and 
Childsmile staff themselves. Additional ‘encouragers’ could be Midwives and 
Dentists. It was found that when the service was mentioned/introduced by a trusted 
professional, respondents were more likely to view it as a positive service. The 
respondents’ perceptions of health visitors and their personal relationships with these 
staff was important. This was especially relevant if the parent only associated the 
dentist with care of teeth, and if the professional explained that early registration was 
important to check the development of the gums: 
 
“no because when they told me I had to take her to the dentist I was 
like, ‘I’m not going to take her to the dentist while she’s got no teeth’ 
and they were like, ‘Well you need to just check her gums and stuff’, so 
it was like that” (Parent, West (Glasgow), One child 0-3 years)  
 
For those parents who lived in an area where Childsmile Practice has not yet rolled 
out it was important that the dentist was ‘child-friendly’, not only having items such as 
toys available, but also being easy to access with small children; e.g. few stairs, 
range of appointment times:   
 
“I find it too much hassle, especially taking [her] to doctor’s 
appointments, dentists. I don’t mind taking the little one out to parks 
and things, but things like dentists…” (Parent, West (Glasgow), BME at 
least one child 0-8 years)  
 
Home visits by DHSWs 
Among those who were not aware of the DHSW role, the moderator introduced it in 
terms of someone coming to the house to discuss oral care, including dietary 
influences and to encourage registration with a Childsmile practice. Seeing the visit 
as getting ‘advice’ rather than monitoring was an important aspect for a number of 
respondents, and echoed by professionals: 
 
“I wouldn’t mind them coming, like if they came in and told me advice; 
it’s up to me whether I take it or not, do you know what I mean?” 
(Parent, West (Glasgow), One child 0-3 years) 
 
“and it is good to advise them, but if someone feels you’re judging them 
because they give their child Irn-Bru, I think you’re going to lose …” 
(DHSWs & EDDNs, West) 
 
The logistical advantages of having someone come to the house were also 
recognised as positive2. Some respondents felt that it was easier to have someone 
come to the house as they found it difficult to keep appointment times due to 
                                                 
2
 It should be noted that initial response among parents tended to be to assume home visits by 
DHSWs were a substitute for visits to the dental surgery. However, it should be made clear that these 
visits do not incorporate oral checks or treatment.  The visit in the home of a DHSW will provide 
information, advice and arrange and facilitate regular visit to the dental practice. 
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travelling with young children. In addition the home was recognised as a positive 
environment where the children were more likely to be comfortable (e.g. not to be 
shy) and less likely to misbehave: 
 
“because a lot of children are really frightened of going to the dentist 
and things like that, so it’s really difficult when you do make 
appointments. They don’t want to go and just shrieking and screaming 
in the rooms and stuff, so I think maybe in the house it would be quite 
beneficial...” (Parent, West (Glasgow), BME at least one child 0-8 
years)  
 
“sometimes if you take her she’s really shy now”… 
“sometimes if it’s raining and stuff I don’t like taking the baby out and 
stuff, especially when they walk, they’re so slow” (Parent, West 
(Glasgow), One child 0-3 years)  
  
“saves you getting [organised]” (Parent, West (Glasgow), One child 0-3 
years)  
 
Barriers  
Many of the barriers related to accessing Childsmile Practice related to the barriers 
for accessing general dental services (see Section 3.2.1).  
 
Childsmile Dental Practice 
In addition to issues such as dental fears already discussed, a major barrier to 
registering with a Childsmile dentist was the parent’s perception that the child was 
too young to go the dentist. Some respondents also voiced a preference for 
registering their children with a dentist they themselves had experienced and may 
have already done so. In some cases they would be reluctant to change to a different 
practice, although one respondent had moved her whole family to the Childsmile 
practice: 
 
“she [the health visitor] came to give me a form to register the baby and 
she said even though she’s not got any teeth but they said just go and 
register straightaway” 
“yes, because I thought it was daft when she said, because they didn’t 
have any teeth; what’s the point in that?” 
“it’s the gums or something; I felt I was a bit stupid because she had no 
teeth but they said it’s about gums and things” (Parent, West 
(Glasgow), One child 0-3 years) 
 
“it is a good idea [Childsmile], I mean exactly, it’s good but in my 
case I would keep them where they’re at because they’re used to it 
[dentist]” (Parent, North (Grampian), Children 0-3 & 4-8 years) 
 
Barriers to home visits 
Main barriers to home visits were the pressure of an external professional coming 
into the house (potentially perceived as monitoring parenting behaviours), and the 
potential for stigma:  
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“I mean if I ever knew the health visitor was coming round or whatever, 
I’d be like that. You rush round your house, you hide everything you’ve 
got, you hide your baby from your baby walker, you hide everything, 
they’re nosey parkers” (Parent, North (Grampian), Children 0-3 & 4-8 
years) 
 
The potential stigma from getting support was anticipated as a strong barrier by a 
minority within a heavily deprived area: 
 
“I think that where it says here, ‘your health visitor can arrange for 
dental health support’, to me that set alarms bells ringing with me 
because to me when you get support as it is, you’re speaking like 
social workers and that’s not why. I’m fortunate not to be in that 
position, I’m not saying that nobody else is...” (Parent, North 
(Grampian), Children 0-3 & 4-8 years) 
 
This negative view seemed to relate to connecting the concept of support and 
‘support workers’ with social work input and indicating that the parent/carer was 
doing something wrong or not coping: 
 
“support means help, you’re doing something wrong, a leg supports the 
table, it helps the table” 
“if you’ve got somebody that’s even got maybe postnatal depression or 
something like that and they think, ‘oh my God, here’s somebody else 
with support’, you’d say, ‘am I getting worse?’, I just think that’s a scary 
word to use” (Parent, North (Grampian), Children 0-3 & 4-8 years) 
 
 Childsmile Practice was positively viewed by parent/carer respondents who 
had experienced it.  
 
 Home visits in particular, were seen by all as overcoming parental barriers 
of dental fears and difficulty in getting to a practice at a specific time. 
 
 A minority in a small, highly deprived community held strong views against 
home visits being targeted to specific families/homes, in part because of the 
stigma of being involved in a ‘support worker’ service potentially seen as 
connected to social work, suggesting a need for sensitivity to type of 
language in communications.  
 
4.2 Professionals and Childsmile Practice 
This section explores professionals’ knowledge, understanding and perceptions of 
Childsmile Practice. Key staff include those delivering the programme (DHSWs and 
EDDNs) and those who are instrumental in encouraging registration, notably health 
visitors, but also midwives who have a potential role. 
 
4.2.1 Current knowledge, understanding and perceptions 
This section explores professionals’ current knowledge and understanding of 
Childsmile Practice from experience or in response to the concept.  
 
 21 
Health visitors recognised the importance of oral health, although, as below, they 
generally had concerns about relative salience in the context of other parenting 
issues. Those working in the West Practice area had mixed knowledge and 
understanding of the programme in spite of being the main referral route. In part this 
appeared to reflect limited dissemination of information and in part, for some, a 
resistance to what was perceived as encroachments on their own work - removing 
“the nice bits”. The context of current changes in health visitor roles and service 
structures and an increasingly targeted client base are also of relevance: 
 
“I wasn’t, aren’t, well in favour of Childsmile initially, really because as a 
health professional and as a health visitor part of my job was to do oral 
health and nutrition, dental care with mothers and babies. This was 
seen as something, another structure coming in to you know, fill a gap. 
Was it filling a gap? We know the statistics in the West of Scotland 
aren’t good in dental care, but it was as if suddenly you know here’s 
somebody else for you to contact, complete paperwork with and it was 
another person going into the family where there was already in most 
cases a good relationship with that family … So I’m still sort of not up-
to-date probably, because also I’ve been on holiday and things, so I’m 
not up-to-date on exactly what Childsmile’s main role is in our area 
particularly” (Public Health Nurses/HVs, West) 
 
“I think the problem is as well so many of the nice bits of health visiting 
have been removed and given to other members of staff, like our baby 
massage and looking at, all the nice health promotion bits, the healthy 
weaning, all these things, and you’re maybe mentioning the visits but 
the priorities for your visits are really generally to go and see vulnerable 
families, to make contact to ensure there’s no concern. I think oral 
health is a positive thing because it is a chance that we actually get to 
go in and talk about something positive” (Public Health Nurses/HVs, 
West) 
 
Midwives were also positive about oral health issues and reported being required to 
ask pregnant women about dental registration as part of the booking visit. However, 
contacts with mothers tended to be filled with a range of issues to address and there 
was rarely time to cover oral health. However, respondents did think it would be 
feasible to give out information about local contacts to mothers who were not 
registered with a dentist, especially as they were vulnerable to gum disease, and to 
give out an anticipatory Childsmile leaflet. They reported that oral health and dental 
attendance were covered in antenatal classes, although women most in need were 
least likely to attend. Mothers had also felt that pregnancy was a possible time for 
oral health to be raised, and described considerable interest in antenatal 
publications, especially Ready Steady Baby (NHS Health Scotland 2009), before 
being preoccupied by taking care of the new baby. 
 
“I mean I think anything at all that is there, information that’s out there 
to be given you know, the earlier it’s given sometimes you know, the 
better, but you know, for us to say we would take an active part in … 
giving lots more oral information about it, I don’t think we would 
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basically have the time but you know, as I say, your information, your 
leaflets are good”. (Midwives, West) 
 
“Dental is not a priority [for mothers], that’s an absolute. It’s getting up 
and functioning, getting your fix for the day and really just if you make 
your appointments then great you know, you’re doing really well and 
thanks for coming and your baby seems to be growing. Dentist? No” 
(Midwives, West) 
 
Outwith current Practice areas, there was also a general lack of clarity regarding the 
Childsmile Practice programme. For example, the circulation of the new HV teaching 
tool had promoted interest in the East but had not been accompanied by additional 
information. In both North and East, HVs were supportive in principle but also had 
some reservations about effect and reach with the main target parent group: 
 
“if Childsmile’s replacing, I mean we’ve had dental packs with Tommee 
Tippee cups, toothpaste and toothbrush and they’ve also been able to 
access more toothbrushes and toothpaste and for a long, long [time]. 
It’s just replacing an initiative and making it more, more of a national 
service is it? Or I mean because previously it was a bit more sort of 
bitty, the provision of resources and the opportunity to engage the 
people about oral health....” (Public Health Nurses/HVs, East) 
 
“but I do like the idea of having the dental worker going not a dentist 
but the dental worker going regularly to the house just to talk about 
teeth because at that moment in time if she’s there specifically and 
hasn’t engaged particularly you know, at a nursery nurse level or that 
sort of thing you know how they can be seen as more sort of a friend 
than a health visitor or a dentist or a doctor and sort of say, ‘right, come 
on, I’ll take, well if you’re frightened I’ll take so-and-so along’, I think 
that level there and at that moment in time they can stop thinking about 
everything else and think about their teeth” (Public Health Nurses/HVs, 
East) 
 
Childsmile Practice staff in the West had positive views overall about the service but 
as below voiced some limitations on effective working. For many, however, it offered 
a positive change and in one case an EDDN positively changed her preconceptions 
regarding vulnerable parents: 
 
“I just thought it was a great thing, because I think it’s very necessary, so I’m 
really enjoying it too” (DHSWs & EDDNs, West) 
 
“and you do tend to, well I know I did, you can tar a lot of folk with the same 
brush. Now that I’ve started this job and my views on a certain type of group of 
people have changed and I’ve actually surprised myself. I don’t know how this 
sound, but I used to sort of frown upon a certain group of people until I actually 
got to know some of them and I found out their background and actually 
started to help these folk” (DHSWs & EDDNs, West) 
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 A wide range of professionals need to be engaged at an individual level: 
especially health visitors and others who do not have a formal oral health 
role (e.g. midwives). 
 
 There is a high level of confusion about both existing Childsmile services in 
an area and future developments, highlighting the need for active 
dissemination to all key professionals at a local level. 
 
4.2.2 Facilitators and barriers for professionals 
This section covers the facilitators and barriers experienced by professionals in 
engaging with the Childsmile Practice component.  
 
Facilitators  
The main facilitator mentioned by professionals was the importance of a supportive 
organisational structure for communication and team work between professionals. In 
particular, a shared base appeared to facilitate the process. Supportive structures 
resulted in improved referrals by the health visitor and via other routes, for example 
invitations at events such as weaning fairs, and meant parents being introduced to 
the service by a valued professional. In terms of working practice, having time to 
work with the family in the home and gain trust was clearly important. General 
awareness raising and increased prioritisation of oral health among other 
professionals and among parents were also important to success.  
 
“in the south west we run [a] support group and we have the dental 
nurses and the dental health support workers get together, we’re going 
to try and iron out anything … that was brilliant” (DHSWs & EDDNs, 
West) 
 
“so, we’re next to the health visitors which is quite good, because 
sometimes if we had a query about a family, trying to get the health 
visitor on the phone was really terrible” (DHSWs & EDDNs, West) 
 
“I think a regular, if we are going to have workers in our area regular 
sort of visits to the surgery would be a good idea you know, so that you 
know the person face to face and you know, you could tell them about 
the ones, what’s happened” (Public Health Nurses/HVs, East) 
 
Professionals also recognised benefits from the programme, enabling more time to 
be given to addressing oral health issues with vulnerable families over a prolonged 
period: 
 
“… a five minute child exam in our practice would take five or ten 
minutes at the most, so if you’ve got a child that’s not very compliant 
anyway, then there’s just not really the time to spend with them. 
Whereas with Childsmile nurses, we can get them in a couple of times, 
they get to know us, they might not -- -- [cooperate] the first time, but 
you -- [get them] at the second time” (DHSWs & EDDNs, West) 
 
“I think it needs to be done regularly you know, with these families, I 
think if you just do it as a one off it’s forgotten., Yyou need to be going 
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back there every six months or so and saying, ‘The Irn Bru’s not good 
for their teeth, that’s why he’s had to have 12 teeth out this time, you 
have to stop buying Irn Bru’” (Public Health Nurses/HVs, East) 
 
Barriers  
Professionals raised identified a number of barriers which they faced with parents 
including; parental dental fears, and the need to respect oral health often being low in 
the list of parental priories:  
 
“there’s also an issue about engaging parents you know, if you’ve got 
adults who are terrified of the dentist it’s very difficult to encourage 
them you know...” (Public Health Nurses/HVs, East)  
 
“usually they’re just, they can’t, how do they get the baby to sleep? 
When’s it going to stop crying, we’ve got problems with feeding you 
know, he’s not helping me, just everything. Absolutely everything but 
teeth because they can’t be seen. Teeth aren’t there, they don’t care” 
(Public Health Nurses/HVs, West) 
 
“I think generally it’s not seen as a high priority in my families [oral 
health]” (Pre-school/Nursery, Fife) 
 
“this would be way down their priority list, if they’re worried about being 
evicted or dad’s beating mum up and one of the children’s got ADHD 
and then you’re going in and saying, ‘have you been to the dentist?’” 
(Public Health Nurses/HVs, East) 
 
HVs and pre-school and education professionals experienced in home visits also 
recognised challenges for DHSW input in the home: 
 
“some of them just don’t want anybody else in the home … things 
they’ve got in the home” (Pre-school/Nursery, North)   
 
“there’s a whole culture thing of you know, ‘once I’m in the door, keep 
the door shut, nobody’s coming in just in case’, you don’t know what 
they’re going to see or what they’re going to say or what they’re going 
to take away. There’s that kind of a culture that goes on. Somebody 
else in the medical profession turning up, they’ll see it as medical 
profession, turning up on their doorstep. I don’t think would be looked 
on favourably by a lot” (Pre-school/Nursery, Fife) 
 
“in some respects it’s a bit, naive’s the wrong word, but it’s not entirely 
a sensible safety issue for people just to go and knock on the doors, it’s 
one thing if you’re selling something it’s quite another if you’re providing 
some sort of health you know, you really need to think carefully, those 
of us who’ve worked in the community for a long time, about how you 
go”  
“they would have to have a lone worker policy in place for them (Public 
Health Nurses/HVs, East) 
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Issues around the programme itself also caused concern. These included the 
challenge of maintaining interest for those who attended repeat sessions, parental 
expectations, perhaps expecting to see a dentist each time, and demands placed on 
parents, already preoccupied with child care and other issues in taking part in the 
educational programme, for example, by going to the surgery or telephoning for 
appointments: 
 
“I think the problem slightly and it’s not anybody’s fault, is Childsmile 
can be quite repetitive” (DHSWs & EDDNs, West) 
 
“I think parents will go for the talk, but they expect when they go to the 
dentist that someone looks in the child’s mouth, because I had a mum 
and she said, ‘that’s my third visit and no one’s really looked in the 
child’s mouth, so what’s the point?’ and I said, ‘well, it is information for 
prevention at this stage, so when the teeth come through, then you’ll be 
ready, you’ll know what to do’. But, parents do expect, like, something 
more than chat” (DHSWs & EDDNs, West) 
 
“it’s very difficult for them to explore the importance of dental health for 
their children you know, if it’s not been an issue for themselves and you 
know, this is a small part of what [name] and I are doing, working with 
vulnerable families and a small part, and yes, it is important and I 
perfectly appreciate that but you know, there’s a whole host of other 
things you know, the overwhelming poverty and deprivation and 
unfortunately engaging people to go to a dentist more times than is 
required than just it’s time for a check up is maybe a little unreal. … 
you’re expecting quite a lot of families in areas of regeneration or 
deprivation to engage to that extent that they’re going for several 
consultations and their child’s teeth aren’t necessarily being looked at, 
… then I think you’ll struggle perhaps” (Public Health Nurses/HVs, 
East) 
 
“I feel that way most of the families will not phone. If you send them a 
card saying, ‘you’re child’s due for an appointment, would you phone in 
and we would arrange an appointment?’ I find that maybe we’ll lose a 
lot of families like that, that’s my opinion” (DHSWs & EDDNs, West)  
 
Professionals also faced a number of organisational and structural barriers including; 
changing paper work, half completed referral forms, lack of staff, lack of clear 
professional roles and lack of awareness of Childsmile roles, lack of communication 
between different professionals, and not being kept up-to-date about changes to 
advice or resources: 
 
“I [EDDN] have asked them [clients] how they’ve heard about the 
Childsmile and they’ll say, ‘Oh, the dental health support worker’. But a 
lot of their health visitors don’t give them [information]” (DHSWs & 
EDDNs, West) 
 
“…going on and it was a sort of ad hoc and it was quite, when I think 
back it was a bit confusing and I suppose that’s where I would feel that 
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I didn’t really take it on board as well as I could have, or should have 
really at that time and there’s been so much going on at that point, and 
since then that you think that’s something else. Like the parents, it’s 
further down my agenda at the moment” (Public Health Nurses/HVs, 
West)  
 
“there’s a peach form took over the purple and pink form, the purple 
form was when we go and visit the family the first time and then we 
would make them an appointment for three months with the dental 
nurse and then that’s when the dental nurse used the pink form. But, 
now the dental health support workers are doing the three month 
appointment, so there’s no purple form and there’s not a pink form, it’s 
a peach form now! If you’re confused imagine how we feel!” (DHSWs & 
EDDNs, West) 
 
“and is one Childsmile dentist in the whole of [town] going to be able to 
take on board all these families that are difficult to engage?” (Public 
Health Nurses/HVs, East) 
 
“there’s been problems with the number of rooms that we have, and 
also the practice’s awareness of what their role is about, they felt a bit 
uncomfortable, they thought they were going to be bringing in patients, 
in the surgery that weren’t their patients if you like” (Public Health 
Nurses/HVs, West) 
 
There were also suggestions that poor inter-professional relationships and 
communications regarding the content of service delivery could limit effectiveness, 
although potentially overcome: 
 
“I think a few of them [HVs] are like “but that’s our job” (DHSWs & 
EDDNs, West) 
 
“and one health visitor said, ‘oh, I didn’t realise you done all that, I’ll 
promote that more’ and she kind of checked herself … and I thought, 
‘oh really!’ and she said, ‘I didn’t realise you spoke about nutrition and 
fluoride, I thought you just made an appointment with a dental practice’” 
(DHSWs & EDDNs, West) 
 
“I [EDDN] can honestly say I’ve never met my dental health support 
worker” (DHSWs & EDDNs, West) 
 
Professionals reported instances of parents feeling left out of programme 
components. This could reflect poor levels of referral, but could also be related to 
some not being seen as requiring more targeted additional support, such as DHSW 
visits. Professionals needed information and tools to address the issue of universally 
available and targeted services positively, whilst recognising these demands 
indicated the strength of word of mouth in these communities. 
 
“we used to have people phone and say my friend’s getting this, I want 
it” (Public Health Nurses/HVs, West)  
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“so they will say she came out and organised a dentist for her, how 
come I never got it? So, and that’s, that kind of thing, and that’s good, 
word of mouth” (Public Health Nurses/HVs, West) 
 
“mums that get little boys at seven and children at six and seven and 
then missing out, they’re not very happy with that either. I know it’s like 
the time scale and when it started, because they’ll see Joe Bloggs 
getting an appointment and the other one’s not” (DHSWs & EDDNs, 
West) 
 
“… it can be that in one village some of the schools are in it and some 
of them aren’t, so depending which school you go to, you might get the 
offer of this every six months or you might not.” 
“It’s usually quite a small local community, so obviously people talk … 
and think, well, why are they getting it and we’re not?” 
“… When it first started we got asked that quite a lot, and we don’t want 
to say to them, ‘Oh, it’s because you’re living in a deprived area’, and 
we don’t know if they’re coming in from elsewhere and they just happen 
to be in that area and they might have perfect teeth, but it’s just where 
they are in that actual school” 
“… Usually we say at the start, ‘well, it’s just a pilot project’” (DHSWs & 
EDDNs, East) 
 
Finally, Childsmile staff reported difficulties in keeping up-to-date and maintaining 
professional competence, identifying a need for ongoing professional development: 
 
“is that not the problem though, if new information comes out that it’s 
not being filtered through” (DHSWs & EDDNs, West) 
 
“I don’t think there’s enough, I think with the Dental Hospital there isn’t 
enough courses. I know they’re saying they’re going to bring Childsmile 
courses out, go to the Childsmile website and get your courses and 
update them, but I don’t think they’re doing very well with that” (DHSWs 
& EDDNs, West) 
 
“my practice manager had heard that obviously we’re going to go over 
the dummy situation. If they’ve got a dummy, try and get them off it as 
soon as possible, but if it’s not, try to stick to the orthodontic dummy. 
But, [name] was telling me they’re saying no, just keep them with the 
dummy, because when they’re young it keeps their airway opened, 
when they’re sucking on it, and that’s seemingly what the hospital’s 
telling new mums” (DHSWs & EDDNs, West) 
 
 Organisational support is critical to overcoming professional barriers. 
 
 Communication and team work between professionals must be supported 
by the organisational structure with clear pathways for interaction and 
shared learning. 
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 Professional boundaries and responsibility must be clear, and as much as 
possible practices and referral routes should be standardised across 
localities. In cases where standardisation is not possible there should be a 
clear rationale given and awareness of this as an exception.  
 
 The concept of the service aiming to be universally accessible to all but 
with additional support targeted to those in most need is unclear for both 
professionals and parents. Professionals require an easy, non-stigmatising 
rationale to explain how the targeting and eligibility are applied.  
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5. Childsmile Nursery and School  
 
This section explores parents’ and professionals’ views of Childsmile Nursery and 
School, specifically: 
 
• what is the current knowledge, understanding and perceptions of Childsmile 
components Childsmile Nursery and School 
• what are the main facilitators and barriers to engagement with the Childsmile 
programme. 
 
Childsmile Nursery and School aims to provide children with twice yearly fluoride 
varnish applications, and from the age of 6/7 years, fissure sealants. The former is 
offered at nurseries and schools in areas of disadvantage, with the latter only in 
schools. The teams are composed of Extended Duty Dental Nurses and Dental 
Health Support Workers. There is also provision for further oral health promotion and 
health education advice in some cases. As with response to Childsmile Practice, 
direct experience was limited, in this case to respondents in the East, and many were 
responding to the concept of service components.  
 
The main focus in this report is on Childsmile Nursery rather than School, reflecting 
the main parent and professional sample characteristics. Response to Childsmile 
core toothbrushing programmes are also covered within this section as many of the 
respondents saw it as part of Childsmile within education settings. In the East 
toothbrushing was seen to be supported by Childsmile staff but in the North there 
was little clarity about support of toothbrushing. Whilst the bulk of nursery services 
cover children from 3 years to school age, among nursery staff interviewed most 
worked in nurseries and family centres which incorporated children from around 18 
months old, reflecting extra support provided in more disadvantaged areas. Thus 
there was likelihood of nursery based staff working with families with younger 
children and promoting oral health among a wider target group. Nursery staff as well 
as Childsmile staff could also encourage attendance at the dentist, with potential to 
sign-post parents to a rolled out Childsmile Practice programme when established.  
 
5.1 Parents and Childsmile Nursery and School 
This section explores parents/carers’ knowledge, awareness, understanding and 
barriers and facilitators to accessing Childsmile Nursery and School. Childsmile 
Nursery and School was established in the East only but toothbrushing and other oral 
health initiatives were experienced in these settings in all areas.  
 
5.1.1 Knowledge/views of current programme 
The focus groups revealed a strong positive view in response to the Childsmile 
Nursery and School component in those areas in which it was currently running. 
Respondents recognised the Childsmile information materials, in particular the 
information/consent leaflet, and a key positive factor seemed to be the perception 
that their children enjoyed the visits from the “Tooth fairies”. There was a general 
assumption that the treatments were beneficial although there was variable 
knowledge among parents about the technical aspects of the fluoride varnish and the 
overall procedures and the professions involved. For example some assumed it was 
a dentist doing the work but had no particular concerns when told it was a dental 
nurse as it was readily felt they would be trained appropriately. This feeling of trust in 
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the process was enhanced by trust in the nursery staff and a willingness to follow 
their recommendations and so consent and any update information forms were 
described as readily completed (apart from difficulty in remembering to return forms). 
However, professionals reported that some parents had reservations linked to 
concerns expressed by their own dentist or from information on the internet (Section 
5.2.2). 
 
Nurseries were also seen as an appropriate place for other oral care activities. 
Parents in all areas responded favourably to toothbrushing initiatives in these 
settings and were impressed at how they encouraged children to brush their teeth in 
the home. However, there were indications that the child’s confidence in brushing 
might mean limited parental supervision at home and where there was supervision 
this mainly focussed on ensuring they reached the back teeth rather than the amount 
of toothpaste used and ingested. Some stories suggest the enthusiasm generated 
might lead to excessive toothbrushing and hence consumption of toothpaste: 
 
“my daughter’s nursery, they’re constantly going on about trying to 
encourage them, even if they’re going out on a day trip or whatever, as 
soon as - it doesn’t matter if they’ve brushed their teeth in the morning; 
they’ll just ask them to wash their hands, brush their teeth and that 
before they’ll actually go on a day trip. So I think the nurseries are quite 
good (…)” (Parent, West (Glasgow), Children 0-3 & 4-8 years) 
 
In addition, parents responded positively to the idea of oral check-ups in nursery 
settings, also experienced in many areas: 
 
“... if they’ve noticed something wrong with the children’s teeth or 
whatever, they’ll send out a letter to the parents informing the parents 
to actually take them to the proper dentist to actually get whatever 
treatment the kids are needing” (Parent, West (Glasgow), Children 0-3 
& 4-8 years)  
 
5.1.2 Facilitators and barriers to accessing service 
This section covers the facilitators and barriers in engaging with the Childsmile 
Nursery and School component from the parents’ perspective.  
 
Facilitators 
All of the parents who took part in the focus groups were willing to have their children 
take part in Childsmile Nursery and School, based on the child themselves being 
willing and happy to take part. In addition to the general facilitators for engaging with 
oral health (e.g. recognition of oral health as an important issue) the main facilitator 
for parents in terms of Childsmile Nursery and School appeared to be the parent’s 
trust and positive perception of the nursery and the Childsmile staff. 
 
Importantly also, participation was not seen to be demanding for parent or child as 
sessions were undertaken in normal attendance times and locations – a major 
facilitator. The main input from parents was returning the consent forms and medical 
updates prior to treatment, and nursery and Childsmile staff made this as easy as 
possible. Consent for toothbrushing and fluoride varnishing might be obtained on the 
first day at the nursery, enrolment or during an introductory home visit by nursery 
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staff. The follow up consent/update of medical information form seemed to work best 
if signed in the nursery as it easily becomes lost: 
 
“they’ve got their own little kid’s pockets and you just go up and check 
there for their pictures. They put their pictures in for coming home, like 
their scribbles” 
“basically there’s a blue envelope or a green envelope that has been 
stuck there and you find out the forms that they are going to be doing 
their teeth and you just sign it and hand it back in” 
“I do it while I’m there, it’s better than taking it away, because if I take it 
away and put it down then the next two hours I will never find it. It’s not 
like my house is a mess it’s like the children just see it and like 
generally grab things” (Parent, East (Fife), Children 0-3 & 4-8 years) 
 
An additional facilitator seems to be parents seeing the Childsmile Nursery and 
School component as connected to the type of activity normally carried out by the 
dentist services and linked with the concept of regular check ups: 
 
“the nursery, as soon as I sent my kids to the nursery they were like 
that, they were straight out filling in the forms and they mentioned 
about their teeth getting seen to, they would get regular check ups (…) 
I think they get a dentist actually coming in. They get their teeth 
checked regularly actually in there and they asked if we wanted them 
varnish coated and I was like, yes” (Parent, East (Fife), Children 0-3 & 
4-8 years)  
 
Finally a positive approach on the part of staff regarding the few children who were 
nervous was much appreciated and encouraged parental agreement. This included 
gradual introduction to the experience and flexibility in allowing parents to 
accompany nervous children if need be.  
 
Once engaged, a range of factors keep the children enrolled, including children 
reporting positive experiences to their parents, staff being able to work with children 
who are scared, parents being able to come with the children if needed and staff 
becoming known to the children. The group experience also seemed to encourage 
and reassure children as they tended to want to be involved with everything the other 
children were doing.  
 
Similarly, parents tended to support participation in the toothbrushing programme. 
Signing the consent form was relatively straightforward and the brushing took place 
within normal attendance. They also viewed the outcomes as positive, with children 
more likely to be keen on brushing at home and hence having better oral health.  
 
Barriers 
There seem to be few major barriers to engaging with the service from the parents’ 
perspective and all respondents allowed, or intended to allow, their children to 
participate in Childsmile Nursery and School and in the toothbrushing programmes.  
 
Only two barriers were highlighted in the focus groups in relation to the fluoride 
varnishing and fissure sealant; the practicalities of repeated consent forms and the 
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level of children’s own willingness to participate, the former having the greatest 
impact. Parents reported regularly receiving consent forms for a variety of purposes 
and sometimes found it difficult to keep track and ensure they were all returned, 
especially if they had more than one child. They were also unsure if their children 
passed on communications from the nursery. If the child was nervous, this might be 
addressed by parents accompanying the child on the day although this was rarely felt 
to be needed. Group support also had a positive effect: one respondent recounted 
how her school-age child was upset after her first treatment in Primary One (fluoride 
varnish), and as a result she had allowed her to decline on the second visit, but this 
also upset her because her whole class was taking part and she was excluded: “she 
just wants it because the rest of the class have got it” (Parent, East (Fife), Children 0-
3 & 4-8 years)  
  
Regarding toothbrushing programmes only one respondent mentioned a barrier, 
namely cost. Her child attended a private nursery and while the first toothbrush pack 
was free she was required to pay for the replacements.  
 
 Parents are generally happy to engage with the service as long as their 
children are willing to participate. 
 
 Non-uptake would seem to be related to the practicalities of 
returning/signing the consent forms rather than reluctance to participate. 
 
 Taking the service to the client, i.e. providing it in a routinely used setting, 
contributed considerably to uptake. 
 
5.2 Professionals and Childsmile Nursery and School 
This section explores professionals’ knowledge, awareness, understanding and 
facilitators and barriers to parental access and provision of Childsmile Nursery and 
School. Key professionals were the Childsmile staff providing the intervention in the 
East, and nursery staff who supported the Childsmile session visits in the East and 
who also provided the daily toothbrushing programmes in the East and North.  
 
5.2.1 Knowledge/views of current programme 
Nursery and School based oral health care (fluoride varnishing or fissure sealant 
together with toothbrushing support) was positively viewed by the relevant 
professional groups in principle, although practicalities of provision were often 
challenging. There was widespread recognition of the importance of oral health, 
although detailed knowledge was sometimes limited among nursery staff. In addition, 
however, nursery staff also recognised many other priorities in relation to care of 
children in which context oral care had to be placed. 
 
From the perspective of nursery staff, it was felt the programme of Childsmile 
sessions worked well, although demanding in terms of collecting appropriate forms 
and providing space. Toothbrushing programmes on the other hand required 
considerably more input and commitment to overcome practical issues, reflected in 
experience across the country. However, many nursery staff felt that the 
toothbrushing programme was very important and felt it might be the only time some 
of the children brushed their teeth: 
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“I mean we all know the importance of oral hygiene. It’s just it is difficult 
but we all know how important it is because these wee ones, I think 
that’s the only time some of them brush their teeth...” (Pre-
school/Nursery, Fife) 
 
Nursery staff had mixed levels of knowledge regarding implementation of a 
toothbrushing programme. Practical issues such as availability of sinks, space and 
adequate staff all had to be addressed and external advice and support from oral 
health specialists was very important:  
 
“when I read the standards3 I thought, ‘oh my goodness’, and that’s 
when we got someone in to come and talk to us, it was staff because 
it’s so detailed...”  
“see that’s maybe what we should do as well because I honestly have 
to put my hand up and say I haven’t looked at this [Standards 
document]” (Pre-school/Nursery, Fife) 
 
Childsmile staff also recognised nurseries had to adapt implementation approaches:  
 
“the thing is, what we try and do is the national standards, the rules that 
we have to follow, but each nursery adapts their own way of doing it so 
they’re all completely different in how they do it” (DHSWs & EDDNs, 
East) 
 
Additional activities were also described as enhancing messages for children and 
through them to the parents. For example, short teaching sessions were offered by 
Childsmile staff in some nurseries, including a ‘spit’ puppet. The stickers promoting 
the ‘spit don’t rinse’ message also proved very popular with children who insisted 
they were displayed in the house: 
 
“the idea is that the talk just gets over some very, very brief key points 
about oral health and that kind of thing, with the idea obviously that the 
child then has some idea of taking that back into the home, depending 
on their age and what’s actually stuck in their mind” (DHSWs & EDDNs, 
East) 
 
“I take it [spit sticker] off and wash the tile and put it back on again [above 
sink]” 
“just one, on my living room door I think” 
“that’s where mine is” 
“a reminder” (Parent, East (Fife), Children 0-3 & 4-8 years) 
 
 Nursery staff in general seem to have low levels of oral health knowledge in 
relation to toothbrushing and fluoride varnish but high recognition of the 
importance of toothbrushing. 
 
                                                 
3
 NHS Scotland & Childsmile (2008)  
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 The practice and promotion of toothbrushing in nursery and schools seems 
to vary depending on facilities and staffing levels. In addition it seems that 
some toothbrush programmes are lacking support and encouragement.  
 
 The toothbrushing programme is seen as being available before Childsmile. 
However it offers an opportunity to help promote the Childsmile brand as 
being positive, non-judgemental and fun (at least for the children). It also 
offers a way of promoting children’s oral health issues to nursery staff and 
supporting their daily activity.  
 
5.2.2 Facilitators and barriers to engagement 
Facilitators  
A range of facilitators were identified by professionals relating to parents’ attitudes, 
practicalities of running the different components (toothbrushing, fluoride varnishing 
etc) and the impact of the programme on their own professional roles. The facilitators 
for effective running of Childsmile Nursery and School included a positive attitude to 
oral care within the Nursery (often indicated by active toothbrushing programmes); 
active promotion of Childsmile Nursery and School and the individual sessions; and 
additional support in consent procedures.  
 
From the perspective of nursery staff, key issues were the child-friendly approach 
taken by Childsmile staff. As noted in section 5.1.2 parents generally supported 
participation as long as their children were happy and in those cases where the child 
was unhappy the staff play a critical role in encouraging participation:  
 
“it’s always been a case of if the child doesn’t get done it’s because 
they’ve been scared to go through or the parent will say, ‘look, I would 
like them to get it done but I don’t know if they’ll go because they’re not 
keen to’, and the Childsmile team are really, really good and child-
friendly and they take them through with friends” (Pre-school/Nursery, 
Fife) 
 
Similarly, willingness of the Childsmile staff to minimise disruption for the nursery and 
school in recognition of time pressures was a facilitator: 
 
“when they’ve already got all these other things to fit into their day, so 
really if you’re going to introduce anything into schools, it has to be with 
the minimum effort on the school’s part and just slot into what they do 
without them to make extra effort because they’ve already got so much 
they have to do” 
“because when we go in, the school doesn’t really need to do anything 
apart from provide us with a room and a kettle” (DHSWs & EDDNs, 
East) 
 
Promoting the programme through posters with dates and times were seen as 
important to give adequate and accurate warning of coming sessions. In addition, 
staff felt they could ‘sell’ Childsmile to parents as a free prevention service: 
 
“that’s another selling point for us as well, you know? If we’re to invite 
people to come into the programme if they have declined, if it’s a 
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school we’re going to, is that it’s a free service and it’s a preventative 
programme so we’re just trying to help and not hinder anything” 
(DHSWs & EDDNs, East) 
 
The Childsmile staff saw participating in the service as a positive enhancement to 
their work experience, both in terms of skills and professional development and the 
opportunity to work with children in a ‘fun’ service: 
 
“I jumped at the chance because I work mainly with adults in an 
emergency scenario where I work just now, so I’ve wanted to work with 
kids for a long time and we got on really well and it’s good because the 
nurse is always seen in the background, just doing their mixing and 
assisting the dentist and things, but to be honest, we do speak in 
layman terms to patients and children, and we make it as fun as 
possible for them, so it’s good for us” (DHSWs & EDDNs, East) 
 
Childsmile staff also commented on the enjoyment of working in established teams, 
both in terms of having established working roles and responsibilities and also 
becoming known to the children and education staff and establishing positive working 
relationships. The development of new managerial approaches also made provision 
of the service easier, for example greater recognition of the unpredictable periods 
spent in nurseries because of varying successes in obtaining consent, especially at 
the last minute. Staff commented that allocation of more protected time for the 
programme had made a big difference to working practices. Clear working roles also 
facilitated the consent process, with Childsmile staff establishing close connections 
with the person gaining consent (especially nursery staff) and parents. In particular, 
the development of computerised record keeping meant this process was more 
streamlined. 
 
Regarding toothbrushing, facilitating factors included a strong commitment by staff, 
organisational support and support in addressing structural issues. Organisational 
support included providing training sessions for some nursery staff which increased 
awareness of the salience of oral health. In addition, active support for setting up and 
running toothbrushing programmes, and visits by oral health promoters or Childsmile 
staff to raise awareness for the children and staff were helpful:  
 
“we just looked at the information and got someone in to come and talk 
to staff so that we could realise why we were doing this, that it wasn’t 
just to add yet another awkward things to do at the nursery session just 
for the sake of it. That there was very good research and very good 
reason for doing it” (Pre-school/Nursery, Fife) 
 
Structural aspects such as small class sizes, sufficient staff to supervise the 
toothbrushing and sufficient sinks also helped make the programme easier to run.  
 
Obtaining written consent for toothbrushing was also important as well as for fluoride 
varnish. This was greatly facilitated by getting the consent form filled in at the nursery 
during enrolment rather than in the home. It was also felt that there were higher rates 
of toothbrushing in those nurseries and schools which linked the consent for 
toothbrushing and the Childsmile Nursery and School consent form: 
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“when they’re enrolling, getting it done then, because you find when 
forms go home, they get lost” (DHSWs & EDDNs, East) 
 
“if there’s a school where we’re also doing the fluoride application every 
six months, then every six months there’s a big input, a big push to get 
all the forms signed for the fluoride application, and it also has on that 
same form, are you happy to have your child brushing their teeth, so 
then you catch a lot of the kids in that push, but if it’s just the 
toothbrushing school, then you are relying on parents” (DHSWs & 
EDDNs, East) 
 
Children were also reported to encourage their parents to complete the form:  
 
“I think the incentive is perhaps if the kid goes home and says, ‘They’re 
all brushing their teeth, and the teacher says I can’t’, you know? Once 
a lot of their pals are doing it every day and you can’t do it because you 
haven’t got the form.” (DHSWs & EDDNs, East) 
 
Barriers 
The challenge of parental engagement in returning the consent forms was mentioned 
as the major barrier by Childsmile staff. In conjunction with nursery staff, there had 
been attempts to hold a number of awareness-raising sessions for parents, including 
obtaining consent. However these tended to have a poor turnout and nursery staff 
now take a more proactive role in obtaining individual consent, with Childsmile staff 
also standing at the door, hoping to catch parents: 
 
“when we first did consent meetings, when we first went in it was 
always a room and we thought we’ll get everybody in and have a 
meeting and talk about Childsmile, tell them what to do, and that wasn’t 
working. But now it’s just actually stand at the front door, sign it, you 
know what I mean? Just get in and out type thing” (DHSWs & EDDNs, 
East) 
 
The need for repeated consent and medical information updates was also seen as an 
ongoing difficulty and could result in lower numbers participating: 
 
“because they’re having to fill in a form every six months as well, they 
think, ‘Oh, I can’t be bothered this time’, and they send another letter 
saying they need to give it in, and I feel, our schools anyway, the 
consent rate has gone down just because they have to fill in a form 
every six months just because of the medical side” (DHSWs & EDDNs, 
East) 
 
While it was recognised that the one of the best ways of getting the medical update 
forms signed was in the nursery at delivery and collection of children, this was not 
straightforward. It was not uncommon for others to drop off the child rather than the 
parent and, in addition, dropping off and picking up times were very rushed: 
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“then a lot of the time, you’re also getting Grans and childminders and 
they can’t fill out these forms, so you have to give them a copy to take 
back, so you tend to find that it’s a rushed time and parents are very 
busy. You’re in a foyer with buggies and all sorts” (DHSWs & EDDNs, 
East) 
 
Some staff were of the opinion that parents did not read information material 
thoroughly in spite of signing the consent form: 
 
“we do it when they first come in. With their first day we have like a 
starter pack as well and I’ve often gone over it with them and they give 
me the form back and then you find the book you know, just lying and 
you think, ‘well, they’ve not read that’” (Pre-school/Nursery, Fife) 
 
Other parental barriers reported were children already receiving the treatment at their 
own dentist, the dentists not supporting fluoride varnishing or parents believing that it 
wasn’t needed as they attended the dentist:  
 
“we still get parents who don’t want to have it done and some parents 
have their children at Community and already get varnish” (DHSWs & 
EDDNs, East) 
 
“a lot of them do go to their dentist to get the second opinion and 
advice and things”  
“the dentists don’t recommend it”  
“we’re fighting a losing battle sometimes on that side of things” 
(DHSWs & EDDNs, East) 
 
The presence of the parent at the fluoride varnishing visit could also be a barrier 
because the child was more likely to ‘act up’: 
 
“it’s quite sad in some aspects, but in others it was a hindrance in trying 
to apply the fluoride because especially with three and four year olds, if 
their mums and dads are there they tend to get upset or act up or 
something, so sometimes it’s great to have the parent there to give 
advice and then that’s good, but then the child wouldn’t get it done, you 
know? It’s difficult” (DHSWs & EDDNs, East) 
 
Nurseries and schools face a number of barriers such as finding time in the diary and 
a suitable space to be used, with disruption to their daily routine and in some cases 
time to distribute consent forms.  
 
Childsmile staff also reported facing a number of barriers such as lack of time, being 
taken out of Childsmile work to cover staff shortages in other areas, lack of support 
from management, having to move heavy equipment, lack of communication 
between different professions and between management and staff, lack of input and 
connection with the Childsmile programme and lack of follow up to see if 
unregistered children did attend dentists: 
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“sometimes you get late consents and you want to try and get as many 
children as possible, you don’t want them to be left out but then we’ve 
only got a set time, like three days or something to do a whole school 
and so sometimes we are fighting against time” (DHSWs & EDDNs, 
East) 
 
“sometimes I feel quite cut off from the Childsmile programme because 
I don’t work beside any of the other girls when I’m in clinic, so the only 
things I hear about the Childsmile are when I go on a Childsmile day 
with the Dental Health, and then you get some update” (DHSWs & 
EDDNs, East) 
 
“we never get any feedback from the notes. We don’t know, we’re 
guessing with that, has that child got registered because, yes, we put 
‘has the parent called to get a dentist for that child?’” (DHSWs & 
EDDNs, East) 
 
Regarding toothbrushing programmes, in addition to parental consent issues, 
barriers were related to the practicalities of the requirements such as time, staff 
numbers, and suitable space, ideally with a sink. These difficulties were exacerbated 
by a lack of structured training, both initially and as staff changed and moved on. 
Some nurseries appeared to feel they had developed their programme 
independently.  
 
“I think you’re supposed to train them (staff) aren’t you?” 
“are you?” 
“you do the training?” 
“I mean I haven’t had any training on it myself” (Pre-school/Nursery, 
Fife) 
 
“and if you’re a staff member down sometimes it’s just not possible, I 
mean we just can’t bring them out because there’s not, if there’s only 
one person manning that area it’s just not possible so it’s difficult” (Pre-
school/Nursery, Fife) 
 
However, input from oral health teams was not always seen as supportive in the 
context of lack of training.  
 
“then the ladies that come and give you new toothbrushes, they’ll have 
a look at them and say, ‘oh, that should have been replaced a long time 
ago, look at the state of that and there’s still toothpaste on that one’, 
and they give you a grilling for it but we don’t know when a toothbrush, 
well maybe we should, I mean that’s maybe all in that book [Health 
Scotland 2009] but I haven’t had time to read it” (Pre-school/Nursery, 
Fife) 
 
 The main barrier seems to have been the need for on-going informed 
consent coupled with an updated medical background. While there seems 
to have improvements e.g. though computerising records, this is likely to 
continue to pose some problems.  
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 Childsmile staff are a valuable but currently untapped resource for how to 
improve the service. They should be consulted and their input recognised.  
 
 Organisational support is critical to overcoming professional barriers and 
shared learning between the different professional groups is critical.  
 
 Professionals with other duties (such as EDDNs) need support and 
protected time to carry out Childsmile services.  
 
 There is a strong link between provision of Childsmile Nursery services and 
toothbrushing programmes, with a mutually enhancing effect, both in terms 
of reinforcing oral health messages with children and hence parents and in 
terms of encouraging nursery staff involvement and support of the issue. 
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6.0 Marketing Childsmile  
 
This section focuses on the overall aim of the research to inform the development of 
a communication strategy designed to improve uptake of Childsmile, and as such 
addresses research objects 3-5 outlined in Section 1.3 and builds on findings 
outlined in Sections 3-5. In reviewing these findings it is important to underline the 
parameters and scope of this analysis. Two key features are highlighted: firstly the 
primary focus is to examine the promotional as opposed to the price, product and 
place components of the social marketing mix, and secondly that the primary aim of 
the communications strategy is to encourage parents in the target group to engage 
with Childsmile’s components and not to promote oral health per se. 
 
In view of this we have developed a model (see Figure 6.1) which outlines the types 
and range of behaviours the communications strategy is seeking to promote. These 
are: (1) to encourage registration with the Childsmile primary care dental service; for 
example through DHSWs via HVs and other members of the primary care team or 
through self-referral, and (2) to encourage participation in the Childsmile nursery and 
school-based programmes by supporting nursery and education staff. Crucially, this 
model identifies a range of important target audiences: not only parents of babies 
and young children but also key occupational groups working in primary care and 
nursery/education sectors. Consequently, the specific needs of all these different 
audience groups need to be taken into account when developing the communication 
strategy. An important contextual factor is that few of these professionals work 
specifically for Childsmile, but instead incorporate oral health and referral as part of 
their existing operational remits. Finally the model recognises the importance of 
brand identity in creating prior awareness and positive perceptions of the service. 
 
Figure 6.1 Key communication target behaviours and audiences  
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In accordance with the above model we have broken down our analysis into three 
main areas: the Childsmile brand identity (6.1), promotion of Childsmile Practice 
components (6.2) and of Childsmile School and Nursery (6.3), incorporating 
communication approaches and routes where relevant. 
 
6.1 The Childsmile brand identity 
It is important to recognise that in moving to an integrated service and wider 
provision of the Childsmile programme, establishing a strong and coherent brand will 
be mutually beneficial for all elements of the programme both in terms of generating 
awareness and encouraging engagement. Indeed we believe this is essential if 
Childsmile is to establish itself as a ‘routine dental service from birth’. In view of this, 
this assessment addresses three key areas, response to the current Childsmile logo 
(6.1.1), response to prioritising the service according to need (6.1.2) and future 
approaches in respect of these issues (6.1.3). 
 
6.1.1 The Childsmile logo 
In those regions where Childsmile is currently active, predominantly the East and 
West, the brand visibility is represented through the programme logos. A review of 
the current Childsmile literature and publicity materials conducted as part of the initial 
scoping work revealed a range of different design styles and logo types which have 
evolved in the two regions. These fell into two main groups, and for the purposes of 
this research are referred to as the ‘cartoon’ and the ‘line drawing’ styles (illustrated 
in Appendix 2). Whilst the design styles are quite distinct from each other, in each 
case variations have been developed to represent both genders and the two age 
groups of interest to the programme, namely infants (0-3) and young children (3+). 
As part of the research, respondents were asked to respond to a range of logos to 
assess awareness and to provide feedback on their value and appeal. The former 
cartoon style, in the older child format, was most readily recalled by parents familiar 
with Childsmile Nursery and School in the East and the latter was more prominent in 
Childsmile Practice literature in the West. Both design styles are combined in some 
communications, for example in some leaflets and posters, the website and on the 
sides of the East Region mobile oral health vans.  
 
In most cases the name and visual representations were positively received. More 
specifically, the name ‘Childsmile’ was understood to relate to infants and young 
children, and to the care of teeth, and it was felt to convey a positive approach to oral 
health. In particular, response to the smiling shape, or ‘the curly smiley mouth’ 
contributed warmth and created positive perceptions of the service. 
 
Brand awareness was particularly strong among respondents in the East, where 
most parent respondents had received regular communications from the service in 
relation to Childsmile Nursery and School. These included the documents used for 
initial registration and circulated to all parents prior to each 6-monthly treatment 
(respectively information/consent leaflet and the medical update sheet). These were 
normally distributed in colour coded envelopes branded with the Childsmile logo and 
the local Health Board logo. Awareness was enhanced by use of logos on the vans 
carrying equipment and staff to the venues, and parents often commented on 
children’s excitement on seeing a Childsmile van parked outside the nursery. The 
strong recognition of logo and service is striking given the relatively short period it 
has been running: the service was formally launched in 2007. It is also noteworthy 
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that some parents in the East felt that the line drawing style was rather ‘dull’ 
compared to the coloured cartoon images they more readily associated with the 
programme.  
 
Awareness of the Childsmile logo was much lower in the West, despite the fact that 
the sample comprised parents whose children were of an appropriate age and 
resident in Childsmile areas. It is not clear why this difference should have emerged 
but greater awareness in the East is likely to be due to a combination of factors, 
including the prominence given to the programme by the mobile oral health units, the 
greater frequency of written personal correspondence carrying the brand, the more 
regular contact parents have with the service through the host institution (i.e. the 
nursery and/or school) and the emphasis placed on the cartoon style branding in the 
East which was often seen to be more striking and child-friendly. 
 
Among the print materials designed for parents there was considerable variety in the 
design styles and colours used. Again, the main differences to emerge were between 
Practice (West) and Nursery and School (East), but even among the Practice 
materials there was a significant degree of variation.  
 
It was also noted that a range of agencies can apply to use the Childsmile logo and 
associated images. This includes organisations that: receive or have received 
funding from Childsmile; are carrying out work on behalf of Childsmile; are project 
partners of Childsmile; or are receiving some other form of support from Childsmile. 
Whilst it is difficult to assess their impact, wider use of the logo has the potential to 
increase awareness of the programme, particularly where careful attention is given to 
targeting. For example, dental practices can incorporate it into practice information 
materials and patient websites. In addition, there would seem to be scope to 
incorporate the logo in ‘core’ materials such as the toothbrushing packs and the 
drinking cups, as with the high-chair placemat. 
 
These findings provide clear evidence that Childsmile is beginning to establish itself 
as a recognisable brand. In addition, it also provides some pointers as to what types 
of channel and design style are perhaps more suited to building awareness However, 
the findings also indicate a proliferation of programme logos and styles which are 
only loosely connected through the Childsmile name. As Childsmile moves towards 
establishing itself as a national programme, these findings would suggest there is an 
urgent need to standardise and control how the Childsmile brand is presented, as 
failure to do so risks, at best, diluting the brand and, at worst, causing confusion over 
the relationship between different programme components. Greater continuity in the 
use of logos and design styles is an essential precondition to the service establishing 
a strong brand identity and in the longer-term will open up opportunities to use wide-
cast media to promote the service as a fully integrated national oral health 
programme. In practice this would involve devising or selecting a consistent design 
style for the Childsmile brand logo, and developing variants tailored to the different 
programme settings in which Childsmile operates, for example an infant logo for 
Childsmile Practice, young children’s logos for Childsmile Nursery and School and a 
generic logo for communicating with professional audiences. 
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6.1.2 Prioritising service according to need 
In the study brief, a description of the developing Childsmile programme states that 
‘entry will be by universal invitation and will continue to target support and resources 
to those most in need’. 
 
The two concepts of ‘universal invitation’ and ‘targeted support’ present real 
challenges to both service provision and its promotion, although arguably 
representing appropriate use of scarce resources. Whilst the programme is still being 
rolled out, the aspiration is to provide ‘universal’ access to Childsmile care for every 
newborn, incorporating oral health promotion and clinical prevention within primary 
care dental services (Childsmile Practice) and provision of supervised toothbrushing 
in nurseries and distribution of free toothbrushing packs for 0-5 years (see Section 
1.1). Additional targeted support is intended for children seen to be most in need and 
at risk of dental caries, including an ‘enhanced’ or more ‘intensive’ programme of 
care focussing on children 0-3 years e.g. continued home support or more 
regular/longer appointments with primary care dental services, together with the 
targeted Childsmile Nursery and School components. 
 
This service strategy creates real challenges promoting additional services to those 
sub-groups of particular interest to the programme, namely those at greatest 
disadvantage, and contrasts with truly universal services such as childhood 
immunisation programmes and general health services. However, it does have 
parallels with, for example, developments in health visiting services reported as a 
greater focus on more intensive support of families most in need and a concurrent 
reduction in  the number of more routine preventive contacts for all (interestingly 
seen by some mothers as a decline in standards).  
 
All participants, both parents and professionals alike, had quite varied understanding 
of which components were universal and which were targeted and why. Highlighting 
the targeted elements of the service brought a number of important issues to the 
fore: 
 
• inverse relationship between need and motivation to respond 
• risk of stigma to those in receipt of the ‘targeted’ or ‘enhanced’ service 
• confusion and potential resentment amongst those not receiving additional 
input 
• reduces the effect of community norms and friend-to-friend promotion on 
engagement. 
 
Each of these issues is discussed in some detail below. However, it is important to 
note that targeting at an individual or family level carries with it greater risks and 
sensitivities than targeting at a school or year group level. More specifically, 
individual level targeting risks creating feelings of exclusion or stigma. Consequently, 
the issue of targeting has more significant implications for the selective offering of 
additional home visits than those programme components delivered through schools 
and nurseries.  
 
(i) Inverse relationship between need and motivation to respond 
Professionals and to some extent parents had a clear view of those likely to be most 
in need of Childsmile support. Characteristics include disorganised lives and limited 
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resources, numerous social and health problems, resistance to external interference 
(in addition to the existing range of service inputs received) and sensitivity to stigma. 
Consequently, it was often felt that these and other factors could combine to make it 
difficult for parents in this group to prioritise oral health and to engage with services. 
Similarly, professionals already in contact with families in the target group, such as 
health visitors and midwives, found raising the issue of oral health particularly 
challenging when their role and ability to engage was premised on a need to respond 
to the parents’ own priorities. 
 
(ii) Risk of stigma to those in receipt of the ‘targeted’ or ‘enhanced’ service 
Most parents interviewed responded positively to the concept of home visits by the 
DHSW. Their intervention was seen as a way of helping to deal with many of the 
difficulties of attending the dentist with young children. However, some respondents 
from disadvantaged communities in the North suggested that ‘others’ might feel a 
sense of stigma. Probing revealed these perceptions stemmed in part at least from 
the use of language to describe the person attending as a support worker, commonly 
associated with social services, and a suggestion that the family was unable to cope. 
In interpreting these comments, given the target groups’ reluctance to and difficulties 
in engaging (see (i) above), it is likely that parent respondents were not fully 
representative of the specific group of interest, i.e. those with greatest need. 
Consequently, it is suggested that stigma may be greater than that observed. There 
is a need for sensitivity in the type of language used in communications as well as 
considering reviewing the role title to remove the term ‘support worker’.  
 
It is important to note that none of the parents in the East who took part in the 
research raised the issue of stigma regarding their children being enrolled in 
Childsmile Nursery, perhaps because many were unaware that other nurseries did 
not receive the same level of service. This underlines the earlier assertion that 
targeting at a community level is less likely to stigmatise than targeting at a family or 
individual level. 
 
(iii) Confusion and potential resentment among those not receiving additional input  
Participation in Childsmile Nursery did not appear to create stigma among 
respondents, there was evidence that it was responsible for arousing feelings of 
exclusion. Childsmile professionals in the East reported instances of parents who did 
not receive programme components enquiring as to the reason for this. In responding 
staff were concerned about raising sensitivities relating to disadvantage and some 
initially addressed enquiries by emphasising Childsmile was a pilot initiative. 
However, there was a general feeling that this position was unsustainable given the 
programme’s gradual evolution and enduring presence.  
 
Importantly, a similar effect was observed with Childsmile Practice, with professionals 
reporting examples of parents asking about the service. Positive experiences of the 
programme expressed by a mother in one group led to other group members raising 
the issue of eligibility and access. These exchanges would also appear to underline 
the role of lay networks in promoting the service and the importance of participants 
as advocates. It was also noteworthy that when the issue of targeting was discussed, 
many mothers who were not participating in Childsmile believed that, irrespective of 
their social and economic circumstances, there was much that all parents could learn 
from participation, especially in relation to diet and avoiding decay. Indeed this was 
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often borne out by participants’ response to the various programme materials 
discussed in the groups. 
 
(iv) Reduces the effect of community norms and friend-to-friend promotion on 
engagement. 
Closely associated with the issue of exclusion was the importance of community 
norms. As above (iii), lay and parent networks are particularly valuable in promoting 
positive experiences of and engagement with the service. More specifically, 
responses suggest that variable access to service components in addition to the 
‘universal’ provision has the effect of undermining the programme’s ability to promote 
Childsmile as a ‘routine’ service with participation a normative behaviour, supported 
by word-of-mouth peer advocacy.  
 
6.1.3 Developing strategies 
Taken together these findings would suggest there would be real advantages to the 
service for all components to be rolled out as a service accessible to all. However, if 
that is not possible, targeting at a community rather than an individual level appears 
to be an important way of helping to ameliorate at least some of the negative effects 
of targeting identified. We would strongly advocate that a community level approach 
to targeting be adopted, especially where Childsmile Practice and Childsmile Nursery 
and School become aligned. Clearly this creates more problems for Practice than it 
does Nursery and School as the latter already adopts a group targeting approach 
(i.e. all those enrolled in a nursery or particular school year group).  
 
We would suggest that there are at least two possible strategies for targeting 
enhanced support within Childsmile Practice, in addition to the basic universal 
service. One option would be to examine the potential for targeting on the basis of 
Childsmile School and Nursery eligibility and catchment as a means of defining and 
narrowing the target population. This would have the added benefit of bringing 
greater synergy in the delivery of the two components and could help to address 
potential issues of attrition. The other and perhaps more controversial option would 
be to establish a ‘passivity’ policy whereby the service would continue to target those 
parents deemed to be in greatest need through existing channels, but would also be 
extended to those parents living in the target community with children in the target 
age group who had heard about the enhanced service and choose to self-refer. In 
this sense the service would actively seek to exploit word-of-mouth communication 
and personal recommendation, something the research identified as being of 
particular value to the target group. This kind of approach would better enable the 
service to tap into relevant social networks (much in the same way that ‘friend-get-
friend’ promotions operate in the commercial sector) and would act as a mechanism 
for identifying parents who are motivated to engage with the service. More 
importantly though, it would help to tackle some of the problems previously 
associated with targeting according to need, whilst at the same time extending the 
service to other parents with similar needs. In both cases pilot work would need to be 
undertaken to assess their relative cost-effectiveness and ability to manage parent 
expectations.  
 
These findings also have implications for the way the service is promoted. Targeting 
based on individual need places a particular reliance on direct or individual 
communications, letters, emails, text messages etc, and of course inter-personal 
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communication, and as such requires access to accurate client databases and high 
levels of collaboration with primary care and educational staff. Community level 
targeting broadens the scope to local media such as display posters, some forms of 
outdoor advertising and event based activities, while a whole population approach 
releases the potential to use the full array of public media. These restrictions mean 
that particular care needs to be taken to ensure that the channels selected are 
appropriate to the intended target audience for each programme component.  
 
In addition, while the programme is still in the process of being rolled out, some 
‘universal’ service elements are not universally available within localities, for example 
where insufficient GDPs have engaged or health promotion sessions are not fully 
supported. This needs to be taken into consideration as part of any strategy to 
promote the Childsmile as a universal service. 
 
These issues also raise particular questions about using public media to help build 
awareness of the service, and suggest promotional activity needs to be restricted to 
brand communications designed to convey Childsmile’s core brand values, rather 
than service details. For example, brand communications might promote the benefits 
associated with good oral health (such as a nice smile, good appearance, confidence 
and speech development etc) emphasise prevention over treatment, highlight 
Childsmile’s credentials as a reputable organisation (e.g. part of the NHS), and allude 
to its Scottishness (e.g. highlighting links with national partners such as Health 
Scotland). Any overt promotion of the services provided by Childsmile needs to focus 
on those programmes that are available to ALL children in the target population.  
 
Finally, it is also worth highlighting that as programme components become aligned, 
there would be significant opportunities to optimise the communications budget 
where targeting takes place at a community level. Moreover, public promotions which 
promote the full range of Childsmile services (i.e. are able to talk about the links and 
relationships between Childsmile’s portfolio of programmes) would create greater 
coherence and ultimately lead to Childsmile establishing a much stronger and more 
rounded brand identity. 
 
6.2 Promoting engagement with Childsmile Practice  
This section explores key aspects of marketing engagement with Childsmile Practice 
components. As highlighted in section 3.2, the main barriers to parents registering 
their child with dental services included low prioritisation of oral health, in particular 
low recognition of prevention approaches as opposed to pain attendance, dental 
fears on the part of parents contributing to personal non-attendance, and 
misunderstandings about the age to register. Additional and often fundamental 
barriers included limited availability of places in dental practices, difficulty in getting to 
the practice with young children and related financial costs (e.g. travel, payment for 
missed appointments). Professionals also identified a cultural negativity about routine 
dental attendance in more disadvantaged areas. 
 
Childsmile has the potential to overcome many of these barriers. Marketing requires 
multi-strand approaches to promote positive messages about the service and the 
benefits of interventions from an early age, backed up by local professional 
intermediaries to endorse these messages, facilitate enrolment and to meet 
expectations.  
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As already highlighted (Figure 6.1) a number of different audience groups can be 
identified (professionals, parents and other lay groups) as having an active role in 
promoting the service. The characteristics and roles of each are briefly outlined: 
 
• parents, especially mothers, are key, but friends and family can also have an 
active role 
• DHSWs and EDDNs are central to delivering the Childsmile components and 
encouraging continued engagement 
• HVs are identified as key referrers to the service, and facilitate identifying 
those most in need. They can also provide DHSWs with introductions to, and 
relevant background information on, the family. The importance of engaging 
productively with this group is highlighted by reported variations in referral 
levels in different areas using different recruitment methods. Barriers to 
engagement include a need to support clients in addressing multiple 
problems, of which oral health may be a low priority, especially with extremely 
disadvantaged families, and a reluctance amongst some professional groups 
to ‘loose’ oral care and weaning advice elements from their remit 
• MWs also have a potential role, as yet not formally incorporated in Childsmile. 
They have contact with mothers antenatally, a period when mothers 
themselves feel they have more time to consider child health issues. Like HVs, 
whilst supportive of oral care, they have many competing areas that need to 
be addressed with clients, especially at the initial booking visit. However, MWs 
expressed a willingness to provide an introductory leaflet and to encourage 
mothers to attend the dentist, especially when discussed in relation to risk of 
gum disease in pregnancy  
• GDPs were not part of this study but have an important role as leader of the 
dental team, facilitating the oral health education component (typically through 
EDDNs), providing a child-friendly environment, registering Childsmile patients 
and endorsing the programme.  
 
Other professionals groups were also identified as having significant roles. These 
included dental practice managers, family centres, nurseries, oral health and healthy 
eating promoters, pharmacists and social workers. It is suggested that associated 
professional organisations need to be brought on board in order to engage many of 
these groups and to offer professional recognition and rewards for participation.  
 
The following table (Table 6.1) provides a summary of the main target groups 
important to promoting Childsmile Practice, their involvement in encouraging client 
engagement, the main barriers to engagement, their communication support needs 
and finally additional needs which relate to other market mix elements. Similar issues 
are identified below in relation to Nursery and School (Section 6.3). 
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Table 6.1 Childsmile Practice - barriers and needs by target group 
 
Target groups 
Desired 
behaviours 
 
Barriers 
Communication needs 
(messages, routes etc.) 
 
Other needs 
Parents of 
infants (prime 
target) also 
children under 3 
 
Engage with 
Childsmile (by 6 
months) 
- accept intro 
visit DHSW 
 -  register with 
Childsmile 
primary care 
dental service 
 
Attend 
Childsmile 
appointments 
delivered by the 
dental team 
(may include 
session with 
EDDN) 
 
Arrange check 
with dentist 
 
Low prioritisation of oral health, esp. 
prevention. Pain often the main driver  
 
Dental fears, contributing to non-
attendance 
 
Misunderstanding of early registration 
age 
 
Difficulties in attending sessions with 
young children 
 
Limited dental practices available 
 
Costs in relation to adult registration 
 
Infant care demanding, especially if 
other problems 
 
Language/literacy limitations 
 
Highlight benefits/rewards of good oral 
care that resonate with parents, e.g. 
smile, confidence, avoid pain, avoid 
stigma from poor appearance, speech 
development 
> encourage raising priority 
 
Explain need for early registration  
 
Emphasise that Childsmile makes this 
easier e.g.  approach, appointments 
available, supportive advice 
 
Provide additional facilitators/‘rewards’ 
– toothbrushing packs, stickers etc -
consider personalised calendar (Holme 
et al., 2009) 
 
Counteract impressions of difficulty in 
obtaining a new dentist by supporting 
the process 
 
Provide print materials with simple text, 
positive messages, positive visuals, 
alternative language options 
 
Make links with relevant interventions 
e.g. Ready Steady Baby, the Red Book, 
patient held records 
 
 
 
Appointments arranged and reminders 
given e.g. texts, phone calls on day or 
previous day (not depending on parent 
initiative) 
 
Child (and adult) friendly approach and 
facilities minimising parents’ fears 
 
Ease of access with young children  
 
Increase availability of local dental 
services so parents can register 
 
Clarity on dental fees (e.g. adult having 
to pay for missed appointments) 
 
Interpersonal promotion of service 
preferred to print media, including 
range of routes e.g. health events, 
weaning fairs as well as promotional 
contacts from known professionals 
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Target groups 
Desired 
behaviours 
 
Barriers 
Communication needs 
(messages, routes etc.) 
 
Other needs 
Parents 
- 0-3 years but 
not ready to 
attend dentist 
(perceived 
enhanced risk of 
child’s oral 
decay) 
Accept extra 
support from 
DHSW in home 
 
As above, Plus: 
Potential stigma/defensiveness about 
‘support worker’ in the home, especially 
those most disadvantaged 
 
(NB. for many parents, home visits 
were seen to overcome 
emotional/practical barriers) 
As above, Plus: 
Emphasise supportive and informative 
service (not monitoring/checking) 
 
Sensitivity to stigma in communications 
e.g. negative connotations of the terms 
‘support’ and ‘support worker’ 
 
Convey recognition of challenging lives 
 
[Encourage non-attending parents to 
register themselves] 
As above, Plus: 
Particular need to limit demands on 
parents preoccupied by other needs, 
e.g. home visits 
Family and 
friends 
Support 
engagement 
 
Support 
prioritising oral 
health  
Cultural negativity about dentists and 
oral health, e.g. generational desire to 
give sweet treats etc 
 
As above 2 rows Positive experiences with Childsmile 
will facilitate positive word-of-mouth 
communication 
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Target groups 
Desired 
behaviours 
 
Barriers 
Communication needs 
(messages, routes etc.) 
 
Other needs 
DHSWs Provide support 
and information 
in the home 
(one-off or 
intensive) 
 
Signpost to a 
practice 
 
Facilitate 
attendance, 
potentially 
accompanying 
 
Link to/support 
other community 
events 
 
Identifying potential clients, e.g. 
encouraging referrals from HV, 
responding to direct queries 
 
Keeping track of clients, whether they 
have registered, follow-up etc 
Support in role 
 
Provide print materials that promote 
role and local service appropriately to 
avoid raising expectations 
 
Feedback on uptake, outcomes etc and 
support in keeping track of children 
 
Communication with HVs and EDDNs  
- simple forms 
- face-to-face contact & meetings 
- client information 
 
Inter-professional updates on current 
and future provision (e.g. meetings, 
newsletters in hard copy and electronic) 
Support in home visits (introductions 
e.g. by HV, safety issues etc) 
 
Time for training and on-going 
professional development (especially if 
based in primary care teams rather 
than dental services) 
 
Support for literature supplies to be 
kept up to date  
EDDNs Provide 
information: 
how teeth grow 
and develop; 
teething; food 
and drinks; and 
toothbrushing.  
 
Series of 
sessions 
 
Introduction to 
dentist 
Attracting referrals/registrations  
 
Sufficient session times to avoid 
appointment delays and unmet demand 
 
Work isolated from Childsmile team 
 
Competing demands in practice 
 
Childsmile resources from central point 
can be delayed 
 
Concern that repeat visits can seem 
repetitive 
Rewards of positive input to oral health 
of children 
 
Enables professional development 
 
Feedback on uptake, outcomes etc  
 
Communication with DHSWs (and HVs) 
- simple forms 
- face-to-face meetings 
- client information  
 
Inter-professional updates (as above) 
 
Protected time to fulfil role 
 
Time for training and on-going 
professional development 
 
Resources replenished promptly  
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Target groups 
Desired 
behaviours 
 
Barriers 
Communication needs 
(messages, routes etc.) 
 
Other needs 
HVs Main referral 
route – full 
referrals to 
DHSWs etc 
 
Positive 
promotion of 
Childsmile & 
oral health to 
parents 
 
Distribute 
toothbrushing 
packs and 
drinking cups 
with advice on 
use 
 
 
Sensitive to parents’ competing 
priorities 
 
Concern about maintaining a good 
relationship with clients 
 
Potential concern about referring 
clients to an unknown service 
 
Limited time to address all issues 
 
Ongoing contacts (e.g. post 2 weeks) 
limited to most disadvantaged families 
 
Role in transition: ‘loosing the good 
bits’ 
 
 
Facilitate up-to-date information about 
local services & contacts 
 
Encourage raising Childsmile with 
client, e.g. skills in raising issue, 
benefits to child and family  
 
Encourage/facilitate full referrals to 
DHSW 
- simple forms 
- face-to-face contact & meetings 
- client background  
 
Recognition of HV skills in oral health 
and promote Childsmile as able to give 
extra support for parents/children 
 
Training/awareness-raising sessions re 
Childsmile and skills in raising the issue 
 
Inter-professional updates (as above) 
Provide supplies of support literature to 
give parent 
 
Embed DHSWs in primary care teams 
to build trust and links   
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Target groups 
Desired 
behaviours 
 
Barriers 
Communication needs 
(messages, routes etc.) 
 
Other needs 
Midwives Prior promotion 
of Childsmile 
 
Promote 
maternal and 
child oral health  
 
Sensitive to parents’ competing 
priorities 
 
Limited time to address oral health 
Promote importance of oral health & 
attending dentist – especially maternal 
oral health  
 
Provide local contact list so midwives 
can promote and facilitate attending 
dentist (mother especially).  
 
Encourage/facilitate promoting prior 
awareness of Childsmile while mother 
has time to consider the issue 
 
Training/awareness-raising sessions re 
Childsmile and skills in raising the issue 
 
Inter-professional updates (as above) 
Communication routes to Childsmile if 
parent expresses interest 
 
Support literature to leave with parent 
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Target groups 
Desired 
behaviours 
 
Barriers 
Communication needs 
(messages, routes etc.) 
 
Other needs 
GDPs 
(not interviewed 
in study) 
 
Engage with 
Childsmile 
 
Lead the dental 
team to deliver 
the Childsmile 
care pathway, 
including 
support of 
EDDN (time etc) 
 
Child-friendly 
approach 
 
Perceived reduced financial rewards 
c.f. curative treatments  
 
Potentially erratic attenders may 
increase ‘wasted’ appointments 
 
Reduced flexibility of nursing staff  
 
Demand for suitable 
accommodation/session times in 
surgery 
Rewards of supporting oral health 
 
Information on child preventive health 
benefits (academic papers etc) 
 
Inter-professional updates (as above) 
 
Funding 
 
Sense of reward for contributing 
 
Professional bodies recognition of this 
work. 
Community 
dental service 
(not interviewed 
in study) 
 
Additional 
service if GDP 
involvement 
limited 
 
Unpredictable demands (differs from 
Childsmile intention). 
Importance of alternative access to 
dentists (perceived as difficult) 
 
Links with existing support of 
children/families 
 
Inter-professional updates (as above) 
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6.3 Promoting engagement with Childsmile Nursery and School  
This section explores key aspects of promoting engagement with Childsmile Nursery 
and School components, with a focus on Nursery. Childsmile in this setting 
overcomes many barriers identified with engagement with dental services in general 
and with Childsmile Practice in particular. For example, provision of care in the 
nursery setting during routine attendance times reduces the degree of extra input 
required from parents and provides a psychological distance from dental surgeries 
which can be a focus of fear for many parents.  
 
This does not mean that the promotion of the service is straightforward, and as with 
Childsmile Practice, there is a need for multi-strand approaches to promote the 
service. Such an approach needs to promote positive messages about the service 
and the benefits of intervention, backed up by local professional intermediaries to 
endorse these messages, facilitate enrolment and provide opportunities for the 
sessions.  
 
As already highlighted (Figure 6.1) a number of different target groups can be 
identified (professionals and parents and other lay groups) as having an active role 
in promoting the service. The characteristics and roles of each are briefly outlined: 
 
• parents, especially mothers, are key, but friends and family can also have an 
active role 
• children by this age are likely to have an active role in ‘pestering’ their parents 
to provide consent and complete medical updates. Many staff and parents 
reported that children were keen to participate in the Childsmile visits and 
toothbrushing programme  
• DHSWs and EDDNs are central to providing the Childsmile components and 
encouraging continuing engagement 
• nursery and school staff have key roles in facilitating Childsmile by: providing 
the session time and facilities; encouraging the necessary registrations 
(including at the initial enrolment interview); and promoting the issue of oral 
health most notably through the toothbrushing sessions. As with other 
professionals, they have many issues to address and activities to cover and 
need to be supported in raising the priority of oral health  
• Dentists were not part of this study but have an important role endorsing 
Childsmile Nursery and School, as well as leading the dental team, providing 
a child-friendly environment, and registering Childsmile patients referred 
through HV/DHSW or Nursery and School.  
 
Additional targets include family centre staff, dental practice managers, health 
visitors and oral health and healthy eating promoters. 
 
The following table (Table 6.2) provides a summary of the main target groups 
important to promoting Childsmile Nursery and School, their involvement in 
encouraging client engagement, the main barriers to engagement, their 
communication support needs and finally additional needs which relate to other 
market mix elements. There are some commonalities with issues raised in 6.2 and 
Table 6.1. However, it is worth recognising that roles may be different: for example 
EDDNs visit the institutions rather than clients coming to them as for Childsmile 
Practice. In addition, key non-Childsmile promoters of engagement are nursery and 
education staff rather than HVs.  
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Table 6.2: Childsmile Nursery and School - Barriers and Needs by Target Group 
 
Target groups 
Desired 
behaviours 
 
Barriers 
 
Communication needs 
 
Other needs 
Parents of 
children 
attending target 
nurseries & 
schools 
(relevant year 
groups) in most 
disadvantaged 
areas 
Engage with 
Childsmile 
 
Consent to 
fluoride 
varnish/fissure 
sealant 
 
Complete 
medical update 
forms 
 
[Consent to 
toothbrushing 
programmes] 
 
[Children/adults 
register with 
dentist] 
 
Low prioritisation of oral health, esp. 
prevention. Pain often the main driver  
 
Concerns re. ‘risk’ from fluoride, from 
internet or dentists misinforming (v. 
small minority) 
 
 
 
Highlight benefits/rewards of good oral 
care, e.g. smile, confidence, avoid pain, 
avoid stigma from poor appearance, 
speech development 
> encourage raising priority 
 
Emphasise that Childsmile makes this 
easier, e.g. child-friendly approach, 
service provided in educational setting 
 
Provide additional facilitators/‘rewards’, 
e.g. toothbrushing packs, stickers, 
DVDs, games etc  
 
Counteract impressions of difficulty in 
obtaining a new dentist by supporting 
registration 
 
Print materials with simple text, positive 
benefits, positive visuals, alternative 
language options 
 
Provide awareness-raising sessions re. 
Childsmile to encourage understanding 
of importance and approaches 
(recognising challenges to attendance) 
Child (and adult) friendly approach 
minimising parents’ fears 
 
Availability of local practices and clarity 
on dental fees, e.g. adult having to pay 
for missed appointments 
 
Interpersonal promotion of service 
preferred to print media, e.g. personal 
introduction and reminders to sign 
forms 
 
 
 
 
 
Family and 
friends 
Support 
engagement &  
prioritising oral 
health  
Cultural negativity about oral health 
care, e.g. generational desire to give 
sweet treats, fear of dentists etc 
 
As above  Positive experiences will facilitate 
positive word-of-mouth promotion 
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Target groups 
Desired 
behaviours 
 
Barriers 
 
Communication needs 
 
Other needs 
Children ‘Pester’ parents 
to consent to 
ensure they can 
participate 
 
[home 
toothbrushing] 
Some initial fears of strangers 
 
Some initial dislike of taste or 
sensations from procedure 
 
 
 
Cultivate positive group experiences 
 
Provide ‘rewards’ and informational 
tools, e.g. stickers, pictures, story 
books (will also be shared with parents) 
 
Link with existing schemes, e.g. Book 
Start [and toothbrushing programme] 
 
DHSWs Encourage initial 
consent 
 
Encourage 
medical updates 
 
Educational 
input to children 
 
Encouraging referrals from staff, 
responding to direct queries 
 
Keeping track of clients, whether they 
have registered, follow-up 
 
 
Promote ‘rewards’, e.g. having positive 
input to oral health of children, 
enjoyment of work with target group, 
professional development 
 
Suitable literature, replenished regularly 
 
Communication with EDDNs and host 
institutions 
- simple forms 
- face-to-face meetings 
 
Feedback on uptake, outcomes etc 
 
Inter-professional updates on current 
and future provision (e.g. meetings, 
newsletters in hard copy and electronic) 
Support in role, e.g. computerised 
records help ‘keep track’ 
 
Time for training and on-going 
professional development 
 
 
 
EDDNs Provide fluoride 
varnish  
Isolated from Childsmile team apart 
from sessions 
 
Competing demands  
 
 
Promote ‘rewards’ e.g. having positive 
input to oral health of children, 
enjoyment of work with target group, 
professional development 
 
Communication with DHSWs  
- simple forms 
- face-to-face meetings 
 
Feedback on uptake, outcomes etc 
Protected time 
 
Time for training and on-going 
professional development 
 
Equipment and materials replenished 
 
Support in transporting equipment 
 
Inter-professional updates (as above) 
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Target groups 
Desired 
behaviours 
 
Barriers 
 
Communication needs 
 
Other needs 
Nursery/educati
on staff 
Main 
promoters/referr
ers 
- encourage 
initial consent 
- encourage 
medical update 
form completion 
 
Facilitate 
Childsmile 
sessions 
 
[Facilitate 
toothbrushing, 
pack 
distribution] 
 
Positive 
promotion of 
Childsmile & 
oral health 
 
 
 
Sensitive to parents’ competing 
priorities 
 
Limited opportunities in busy timetable 
 
Supporting programmes is demanding 
on staff allocation and space 
 
Others may bring/collect child to 
institution so harder to obtain parental 
consent 
 
 
Provide up-to-date information about 
local service & contacts 
 
Encourage promoting Childsmile 
programme, e.g. skills in raising issue, 
benefits to child and family  
 
Encourage obtaining full consent etc 
 
Recognise their knowledge and skills in 
care of children and work with families > 
Childsmile able to give extra support for 
parents/child 
 
Provide training/awareness-raising 
sessions re Childsmile to encourage 
understanding of importance and 
approaches 
 
Provide advance notice of sessions and 
ensure all materials available  
 
Inter-professional updates (as above) 
Chances to meet with DHSW in 
preparation to sessions 
 
Support literature to leave with parent 
 
GDPs 
(not interviewed 
in study) 
Support of 
Childsmile 
May have negative views of preventive 
approaches 
 
 
Information on child preventive health 
benefits (academic papers etc) 
 
Information about Childsmile and 
opportunity to deliver rolled out service 
 
Inter-professional updates (as above) 
 
Sense of reward for supporting 
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7. Conclusions and recommendations  
 
This concluding section builds on the marketing overview provided in Section 6 by 
revisiting the findings of the stage one literature review (Holme et al 2009). More 
specifically, it provides a re-examination of the review findings in the light of those to 
emerge from this research conducted with Childsmile staff, related professionals and 
parents. Final recommendations are then summarised. 
 
7.1 Conclusions in the context of core social marketing concepts 
The literature review revealed that while social marketing campaigns and concepts 
have been used fairly extensively in the three health topic areas examined, few have 
been rigorously evaluated and reported in the academic literature. Childsmile is 
addressing this challenge with an extensive research programme. This study 
focussed on the communication aspects of Childsmile programmes but findings are 
briefly summarised here in relation to six core social marketing concepts. 
 
Behaviour change: An important limiting factor in many programmes is a failure to 
clearly define behaviour outcomes and the mechanisms of change, or logic models 
by which intended outcomes will be achieved. This study has revealed Childsmile to 
have a complex mix of behavioural aims and objectives (e.g. dental registration, 
attendance for routine oral health promotion sessions and checks, healthy dietary 
changes, participation in toothbrushing programmes, home brushing etc) and a mix 
of means by which these are achieved (e.g. building awareness of campaign 
materials, improving knowledge, encouraging engagement with support services 
etc). There is also a requirement for behaviour change among a variety of 
professional groups to make it work, many of whom are not managed by Childsmile 
e.g. raising the issue of oral health with clients, providing details of the service, and 
referring to Childsmile staff and services. While many of these aspects have been 
thought out strategically, communication of the aims of Childsmile to individual 
practitioners and practical implementation in local areas are extremely challenging. 
Our communication recommendations focus on the key behaviours of parents 
engaging with service components rather than wider oral health behaviour changes 
such as toothbrushing and diet, and the role played by lay and professional 
audiences. Finally, it is recognised that the desired behaviour changes are likely to 
vary depending on targeted elements, which reveals an underlying tension between 
the provision of ‘universal’ and ‘enhanced targeted’ support.  
 
Audience research: As identified in the review, audience research is a key element 
in social marketing. As with this study, research should not only focus on the client 
group, but also on the professional intermediaries and the client groups’ wider lay-
support network. This is vital to ensure development of effective interventions and 
communications which both reach the populations and communities for which they 
are intended and which identify and address barriers to action and the mechanisms 
of change. It is important to recognise that real world experience will always relate to 
a specific context, time and location – we need to know ‘where the audience are at’ 
in relation to the behaviour change and their understanding of what is desired.  
 
This presents particular challenges for Childsmile an evolving programme which was 
initiated and developed in different forms with different target groups in different 
regions. Whilst progressing to an integrated service model, differences are likely to 
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continue for some time – at the time of the research it was not a standardised 
intervention or programme. In addition, there are differences of provision inherent in 
the targeted nature of some components, excluding some potential audiences. 
Finally, target audiences are constantly changing e.g. new parents fall into the target 
group as new babies are born and staff in partner agencies move on. Consequently, 
it is crucial that social marketing campaigns incorporate ongoing primary forms of 
enquiry which are culturally sensitive to the target groups involved and, where 
appropriate, to the respective roles of secondary target groups and intermediaries. 
The reliance on cooperation from staff in other agencies to promote services and 
engagement makes this particularly important.  
 
Segmentation: Childsmile has identified a core target group in accordance with 
social marketing principles i.e. infants and young children with greatest need and 
their parents/carers. However, as discussed in section 6.1, there are risks inherent in 
narrow targeting of enhanced interventions: excluding others with similar needs; 
turning away parents motivated to make the desired behaviour changes; limiting the 
benefits of generating community norms; and the risk of raising unmet expectation 
among the wider parent population. However, further segmentation can be helpful, 
especially in multifaceted campaigns, where other secondary groups (professional 
and lay) may be crucial audiences in supporting the desired behaviour changes. The 
review also suggests it may be important to not only define who should form the core 
target group(s) but also at what stage: there is evidence that differing messages and 
awareness-raising activities may be of value at different points in time. For example, 
midwives have the opportunity in the antenatal stage to promote dental attendance 
by mothers and to introduce Childsmile while mothers have time and inclination to 
consider it. However, midwives, as with HVs and other professionals relevant to 
Childsmile, have to address a considerable range of issues with clients, leaving 
limited time to expand their oral heath remit. 
 
Exchange: A number of the projects examined in the review incorporated explicit 
examples of exchange, some of which were tested in this study. For example, the 
ABC vaccination calendar (Appendix 1: 4.2.1) illustrates how health information can 
be delivered in a format which surpasses the value of the information itself, for some 
becoming a cherished memento of childhood. Parents in this study also responded 
positively to such a calendar. Exchange items already used by Childsmile include 
toothbrushing packs, drinking cups, stickers and high chair placemats. Other items 
that received positive responses from parents included brushing timers, child-friendly 
DVDs and books, and colouring-in pictures. These ‘freebies’ not only contribute to 
clients adopting positive oral health behaviours, but also act as rewards for 
attendance, and help to facilitate dialogue with clients. Childsmile Practice EDDNs 
especially valued the chance to give out these items as they felt it provided a 
justification for ongoing client visits and helped to counter any parental feelings that 
repeat sessions were of limited value. However, it is important that distribution 
opportunities are maximised e.g. accompanying the distribution of toothbrush packs 
and drinking cups with oral health advice (parents reported receiving little additional 
information when ‘handed out’ by HVs or nursery staff) and as far as possible 
ensuring they are used. 
 
Among professionals, providing training which is accredited and professionally 
recognised can also act as an important incentive to participate, and the chance for 
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professional development as well as new and interesting work were important to 
DHSWs and in particular EDDNs. The study sample did not include GDPs, but it was 
believed that professional recognition of their contribution was a positive part of the 
exchange process (some respondents felt that some dentists might perceive 
Childsmile preventive work to be less financially rewarding than giving curative 
treatments). In addition, links with nursery and school curricula and activities, such 
as providing relevant resources, can support nursery and education staff in covering 
these issues as part of wider teaching activities. 
 
Marketing mix: The multifaceted nature of Childsmile emphasises that combining all 
four social marketing planning variables, or 4Ps, is essential to bringing about the 
high order effects desired, namely individual behaviour change. Whilst this study 
focuses on promotion (see Section 6.2 and 6.3), the findings also identified 
additional needs that relate to the other marketing mix variables, including a fifth 
variable of ‘Partners’. 
 
Product: the main product is the service provided. In addition, free oral health 
‘products’ such as drinking cups, toothbrushes, and toothpaste etc, can have an 
important role in both gaining parents’ and children’s interest and in helping to 
establish a positive image of the service as parent/child-friendly.  
 
Promotion: As identified in the review, a carefully integrated mix of ‘promotional’ tools 
(leaflets, posters, videos, direct mail etc) is a vital component of any campaign both 
in terms of raising awareness and encouraging involvement of key stakeholders and 
lay audiences. Importantly, the Childsmile targeted approach requires that particular 
attention be paid to both choice of media and messages content (see also 
Segmentation). The review findings suggest that referral source can be every bit as 
important as the service setting in helping to allay anxieties. Consequently, there is 
real value in engaging familiar and trusted intermediaries as service ambassadors 
and gatekeepers and supporting them through raising awareness of the issue and 
providing details of the services offered. This is particularly important to the target 
groups for Childsmile enhanced components, where reliance on inter-personal 
recommendation is much stronger than on print and other media materials. 
Encouraging more pro-active engagement in local programme development may 
also engender a greater sense of ownership and personal involvement among key 
professional intermediaries, although this is difficult to achieve where workloads and 
tight resource constraints prevail.  
 
Price: Financial costs may be less important in the Scottish context, than say in the 
USA where many of the projects reviewed were identified. However, whilst services 
are delivered free at point of contact during the perinatal period for NHS patients and 
for children, accessing free dental care for adults especially in disadvantaged areas 
can be difficult, with some parents anticipating additional costs for missing 
appointments. This is an area which Childsmile should explore further. In addition, 
other ‘costs’ associated with travel and convenience can be addressed by for 
example offering key service elements in the home or in institutional settings which 
are familiar and easy to access such as the nursery. Consideration of ‘place’ can 
also help to ameliorate emotional ‘costs’ (see below).  
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Place: It was apparent that among some parents, dental fears were very deep rooted 
and were responsible for discouraging routine attendance at the dentists for both 
themselves and their children. Concerns were also voiced about their child 
misbehaving which also had a negative impact on willingness to attend. Creating 
more ‘friendly’ services and service environments could help address some of these 
problems. However, taking the service to the target group perhaps represents an 
ideal approach as it minimised the requirement for parent input and engagement. 
Support in the home was attractive to most parent respondents as it helped to 
overcome many practical, financial and emotional costs associated with attending for 
appointments. However, care does need to be given to addressing the issue of 
stigma where targeting is selective, in inter-personal and print communications. In 
addition, it should be noted that Childsmile support in the home is not considered a 
substitute for visits to the surgery, but intended to provide a route to encourage 
engagement with surgeries.  Similarly, the delivery of services in nurseries and 
schools already attended also aided engagement. 
 
Partners: An important element to emerge from the primary research was that of 
partnership working. The effective functioning of Childsmile depends on partner 
agencies, particularly in referral, facilitating engagement, providing facilities, and in 
actively endorsing the programme. Key partners include health visiting, midwifery 
and preschool support and education services. Childsmile also aims to include the 
GDS and salaried dentists, although this group was not encompassed in the current 
study. It was apparent that involvement of frontline operational staff in these 
agencies and disciplines can be challenging and needs to be supported. The 
Immunise Australia Programme is one example of including a range of clinical and 
primary care professionals as well as parents in promotion of a universal intervention 
(Appendix 1: 4.2.2). It is suggested that establishing local ‘champions’ could help to 
facilitate professional engagement. This role could be provided by additional 
coordinators operating at a locality level, or a recognised extension of the DHSW 
role, with time allowed for this activity. For example, more productive relationships 
were reported when the DHSWs were able to build links with local HVs and to 
facilitate regular meetings, supported by co-location in the same base and/or team. 
This role would be critical to briefing workers from partner agencies at locality level of 
changes to Childsmile programme as new components are rolled out. Reliance on 
non-personal channels such as circulation of local policy documents and plans 
should be avoided as demanding case-loads mean these are unlikely to be read. 
Finally, where an integrated programme is developed, there are opportunities to 
develop enhanced synergy across partners.  
 
Competition: Elements of competition are outlined in Section 1.1 of the review and 
were a significant feature of the current study. Parents and professionals alike have 
to balance competing demands and priorities, for example time pressures and varied 
expectations, which in turn affect the relative salience of oral health and levels of 
engagement with Childsmile. Notably, parents in the main target group of most 
disadvantaged populations are likely to have multiple concerns, such as income and 
housing issues, substance misuse and risk of violence, as well as challenges 
common to all parents in coping with new young babies and bringing up children. 
This can lead to chaotic lifestyles, and input from many services, which makes it 
difficult to prioritise oral health and to connect with yet another service. Competition 
is also a significant issue when trying to engage professional intermediaries, such as 
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health visitors, midwives and pre-school workers, in promoting the benefits of child 
oral health and referring or encouraging attendance. As well as having to address 
many other issues with their client group, professionals also have to be sensitive to 
the clients’ own priorities. Particular care therefore needs to be taken to develop 
ways of operating that recognise their existing work remits and priorities. It is 
important to ensure that key approaches such as briefing and training events reflect 
staff availability, and that service protocols and procedures are specifically designed 
to fit with prevailing service structures and practices. For dentists, a ‘new’ child 
dental service may be seen to be competing for the time and attention of existing 
patients and it is crucial that existing dental service providers (and potential partners) 
are consulted as part of the local development process, and where appropriate have 
an active input into its delivery. For example, involvement with Childsmile may mean 
more families are attracted to the practice rather than drawn away. 
 
7.2 Social marketing recommendations 
1. Raise general awareness and profile of the Childsmile brand focusing on the 
core values rather than details of service components. National media could 
be utilised, but with caution in regard to local variations and targeted service 
provision. 
2. Ensure the communication strategy reflects the plans and timing of the roll out 
of the programme nationally and locally. 
3. Promote local services locally, and avoid raising expectations for services 
which are not available.  
4. Restrict targeting according to greatest need, which leads to greater risk of 
stigma and rejection, and goes against normative engagement. It also places 
particular reliance on direct or individual communications, letters, emails, text 
messages etc, and as such requires access to accurate client databases and 
high levels of collaboration with primary care and educational staff. Local 
public promotion needs to be avoided. 
5. If targeting is essential, we suggest targeting all children of appropriate age 
within a locality, perhaps following area criteria used for nursery and school 
i.e. the lowest quintile. This would allow benefits of harnessing community 
norms and word-of-mouth promotion and reduce potential feelings of stigma. 
Appropriate media would include display posters, some forms of outdoor 
advertising and event based activities and local newsletters. Sensitivity to 
potential feelings of stigma remains important in inter-personal and print 
communications e.g. use of term ‘support’ and ‘support worker’. 
6. Standardise branding and available literature and discourage ad hoc 
additions. 
7. Provide centralised national support for local activities and events (promotion 
materials, media training, press releases, organising launch events etc).  
8. Provide a local ‘champion’ to work directly with local partner staff to 
encourage full engagement e.g. face-to-face contacts, awareness-raising 
sessions and local planning. Ensure organisational opportunities for formal 
and informal inter-professional contact e.g. DHSWs in same building as HVs, 
and local meetings between DHSWs and EDDNs. Current Childsmile staff 
could be resourced to undertake this role on a more formal basis. 
9. Clarify the distinction between ‘universal’ and ‘enhanced targeted’ services 
and ensure this is communicated to staff and partners.  
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10. Engage with professional bodies (e.g. British Dental Association) to establish 
programme credentials and enhance rewards from participation.  
11. Ensure continued professional training and development provision, which acts 
as a reward among Childsmile staff as well as maintaining standards. 
12. Provide awareness-raising/training activities among professional 
intermediaries on a local and continuing basis to encourage productive 
engagement. 
13. Use Childsmile staff as a resource and sounding board in planning local 
services and support on-going professional development. 
14. Develop the website to provide easily accessible information for professionals 
and parents, e.g. information in different languages, children’s activity pages, 
and contacts to identify local services. However, the tension between 
universal and enhanced targeted services needs to be borne in mind in terms 
of content.  
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Appendix 1. Summaries of campaign case studies identified in Literature Review (Holme et al 2009) 
 
Oral health campaigns  
Text1 
section 
Campaign 
title 
Target 
audience 
 
Intervention strategy 
and aim(s)  
Approach characteristics  Outcome 
3.2.1 (i) Healthy Teeth, 
Happy 
Children 
(Vancouver, 
Canada) 
Vietnamese 
urban 
preschool 
children 
Seven year community-based 
oral health promotion 
programme 
 
Aim: to raise general 
understanding of oral health  
• Clearly defined target group (ethnic 
community)  
• Key worker from shared cultural 
and ethnic background 
• 1-1 counselling and educational 
video  
• Long-term support  
Significantly less use of sleep-
time and daytime bottles 
reported by mothers who came 
for more than one counselling 
session 
 
Children in the programme had 
significantly less prevalence of 
caries compared to those not 
enrolled 
3.2.1 (ii) Beakers for 
Bottles 
(Huddersfield, 
UK) 
 
South Asian 
families and 
carers of 
children over 
six months old 
Five day awareness-raising 
campaign at local health 
centre  
 
Aim: to change behaviour 
(from using bottle to beaker) 
and to raise awareness of 
decay caused by bottle use 
• Local 
• Clearly defined target group (ethnic 
community)  
• Exchange (beakers) 
• Additional oral health information 
• Language issues addressed (print 
materials, translator available) 
• A single, well defined and 
community specific message 
• Single week focus 
135 families attended and gave 
positive feedback 
 
No reported concrete evaluation 
1 3.2.1    Community engagement campaigns  
 3.2.2    School-based programmes  
 3.2.3    Public awareness  
 3.2.4 Professional engagement 
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3.2.2 (i) St. David’s 
Dental 
Program 
(Central 
Texas, USA) 
 
Low income 
children in 
schools 
Ongoing free mobile dental 
van service  
 
Aim: to provide free oral 
health information, screening 
and treatment to those 
children in need 
• Range of services (screening, 
treatment and oral health 
preventive information)  
• Removed many of the access 
barriers from oral health (time, lack 
of transport to dentist) as well as 
removing cost of treatment 
• Strong links with school 
• High return rates of consent forms 
by offering incentives to teachers 
with 100% return rates and 
teachers offering in class room 
incentives for children returning 
forms 
• Use of opt out for first low risk 
screening enhances engagement 
and allows assessment of 
population oral health  
 
132,791 screenings for oral 
health treatment needs and 
38,634 encounters for sealants 
or treatment have been carried 
out.  
3.2.2 (ii) Love Teeth 
with Your Kids 
Programme 
(Hong Kong, 
China) 
All children 
(focus 5-6 
year-olds) 
Ongoing school-based 
toothbrushing and oral health 
promotion programme 
 
Aim: to promote daily self-
care habits in the children and 
to establish a habit of daily 
supplementary toothbrushing 
for children by parents at 
home every night 
• Range of bilingual (English and 
Chinese) education materials 
provided for use in the class room 
• Involves teachers in the 
programme  
Ongoing evaluation 
3.2.2 (iia) Brighter 
Smiles for the 
New 
Generation 
(Hong Kong, 
China) 
 
Parents of 0-6 
year olds  
Ongoing health promotion at 
Maternal and Child Health 
Centres and early year 
schools 
 
Aim: raise awareness of oral 
health, toothbrushing and 
dental decay  
• Range of professionals involved 
(health workers and teachers) 
• Support/resources for professionals 
• Materials (e.g. story books) 
• Long term 
• Clear evaluation structure  
Ongoing evaluation  
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3.2.2 (iii) Tooth Tutor 
program 
(Vermont, 
USA) 
 
All children not 
registered with 
a dentist  
Ongoing school-based multi-
pronged approach  
 
Aim: to increase children’s 
understanding of oral health 
and increase access to oral 
health services  
 
• Multi-pronged approach; media 
campaign, telephone helpline, oral 
health schools education 
programme, dentist recruitment 
and retention efforts and improved 
access to services 
• Trained staff - ‘Tooth Tutors’ - take 
oral health messages into schools 
and identify those in greatest need 
and act as a link between target 
groups and dental services 
• Linked with established state health 
insurance programme 
Evaluation yet to be published 
3.2.2 (iv) Mighty Mouth 
School’s 
Programme 
(Ireland)  
 
All 5-6 year 
olds 
Ongoing school-based oral 
health programme  
 
Aim: to inform children and 
parents about good dental 
care, dental services for 
children and the role of tooth-
friendly foods and drinks,  
ensure supervised regular 
effective toothbrushing with 
fluoride toothpaste  
• A range of products including four 
colouring cards, some of which 
were available as posters 
• Detailed resource pack including 
guides for parents and teachers 
• Links with school curriculum  
• Partnership between oral health 
promoters and schools 
RCT showed that all children 
increased their use of fluoride 
toothpaste. Findings also 
indicated increased oral health-
related quality of life, self-esteem 
and knowledge and attitudes 
relating to their oral health. The 
staff feedback was also positive 
3.2.3 (i) Australian 
Oral Health 
Week  
 
National public 
awareness 
Ongoing annual national 
media campaign  
 
Aim: to inform the general 
public, and specific target 
groups of the importance of 
oral health and risk factors 
 
• Use of web site, with interactive 
sections for parents, teachers and 
children, e.g. Boot Camp 
• Coordinated and funded by the 
Australian Dental Association  
• Target population (changes 
annually) 
No evaluation was found  
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3.2.4 (i) Dental Health 
Institute of 
Ireland 
 
Children, 
parents and 
professionals  
Element:: 
professional 
training 
On going multi-pronged 
approach  
 
Aim: overall increase 
awareness of oral health and 
access to treatment 
• Professional development 
• Includes producing general health 
promotion, policy setting, 
professional training and running 
school-based programmes 
The lobbying activity of the DHI 
is not evaluated  
 
Training courses evaluated 
positively. 
3.2.4 (ii) Smile 
Alabama! 
Initiative 
(USA) 
Dentists in 
Alabama  
 
3 year multidimensional, 
strategically planned dental 
outreach initiative  
 
Aim: improve oral health care 
services for Medicaid-eligible 
children by increasing the 
number of participating 
dentists 
• Composed of 4 specific 
components: claims processing, 
dental reimbursement, providing 
education and recruitment, and 
recipient education 
• Specific interventions were 
implemented for each component  
• Long term  
Increased geographic coverage 
by service 
3.2.4 (iii) Healthy Smile, 
Happy Child 
(Manitoba, 
Canada) 
 
Element:: 
Service 
providers 
working with 
young children 
and families 
(non-dental) 
A community development 
prevention initiative  
 
Aim: enable professionals to 
incorporate key early 
childhood oral health 
promotion messages into daily 
practise  
• Increasing professional 
understanding on the importance of 
preventing early childhood dental 
decay 
A 16% increase overall in the 
proportion of correct answer 
from the pre-workshop 
questionnaire to the post-
questionnaire. Specifically, 83% 
believed that a first dental visit 
should occur by the first birthday 
(compared to 36% pre-
workshop, p<0.001), and 86% 
thought a mother with untreated 
decay placed the child at risk 
(compared to 45% pre-
workshop, p<0.001) 
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Immunisation campaigns  
Text 
section 
Campaign 
name  
Target 
audience 
 
Intervention strategy 
and aim(s)  
Approach characteristics  Outcome 
4.2.1 ABC 
Immunization 
Calendar 
computer 
program (St 
Louis, USA) 
Parents of 
babies aged 
from 0 to one 
(n=321) 
Short term individually tailored 
calendars promoting 
immunization from 2 urban 
public health centres 
 
Aim: to increase uptake and 
completion of immunisation 
schedule  
• Clearly defined target group (low 
socio-economic group) 
• Use of an electronic photo and 
personalised calendar as incentive 
• Further months could only be 
received by returning to the health 
centre as scheduled 
82% of the intervention group 
were immunised at the end of 
the 9 month enrolment period, 
compared with 65% of the 
control group (P < .001) and by 
the age of two the higher rate 
was still present (66% vs. 47%, 
P < .001) 
4.2.2 Immunise 
Australia 
Programme 
(Australia) 
- Mothers of 
children 0-5 
years 
- Service 
providers 
- Family and 
friends 
Initial campaign with service 
providers to improve service 
delivery 
Multi-faceted community 
education campaigns aimed at 
parents and families. 
 
Aim: to increase proportion of 
children fully immunised 
according to the 
recommended schedule. 
To raise awareness of the 
benefits of full immunisation 
and address relative risks 
among parents.  
• Formative research to identify key 
targets and exchange elements 
• Extensive campaign with service 
providers to enhance delivery and 
support parents in programme 
engagement 
• Mass media campaign 
incorporating TV and women’s 
magazine adverts and posters in 
health care settings 
• Additional components such as 
awareness days telephone info 
line, booklet distribution, and public 
relations activities 
• Advertising, public relations and 
education strategies in 13 spoken 
languages 
• Subsequent successful 
programme promoting second 
MMR in schools 
High advertisement recognition 
(80%) and message recall.  
Increased reported domestic 
discussion, improved knowledge 
of correct ages, and raised 
perceived seriousness of the 
diseases (e.g. whooping cough 
from 49% to 69%).  
Following the measles 
campaign, 96% of the target age 
group received the second MMR 
immunisation. 
 
Levels of full age-appropriate 
childhood immunisation 
consistently increased (e.g. 
children 12 months of age fully 
immunised for age rose from 
76% to 85% by the end of year 
following the campaign).  
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4.2.3 Pneumococcal 
vaccine 
(England) 
Babies from 4 
months old 
Launch of a new vaccine 
(Pneumococcal meningitis 
vaccine) which was 
incorporated into the existing 
childhood immunisation 
schedule 
 
Aim: to introduce a new 
vaccine to parents 
• Included a ‘catch up’ campaign for 
children up to two years who have 
already started their 
immunisations. They were 
contacted by their local GP over a 
few months to arrange for 
vaccination 
Further analysis in 2008 
indicated that the uptake of the 
vaccination was poor in England 
(89.1% across England’s 
Primary Care Trusts (PCTs), 
compared to 96.4% in Scotland 
and 94.9% in Wales) 
 
4.2.4 Measles, 
Mumps & 
Rubella catch-
up campaign 
(England) 
Parents and 
carers of 
unvaccinated 
children  
Information campaign 
 
Aim: to increase uptake of 
MMR and of the ‘catch up’ 
campaign 
• Publicising a national ‘catch up’ 
campaign through English PCTs 
and GPs  
• Different levels of priority were 
identified ranging from children 
who have never had the 
vaccination to teenagers leaving 
school 
• Media coverage, posters and 
information targeted at parents and 
professionals 
Catch-up campaign boosted 
uptake rates 
4.2.5 Nevada 
Immunisation 
Coalition 
(United States) 
 
Parents’ and 
carers of 
unvaccinated 
children  
A multifaceted community and 
policy action group. 
 
Aim: to increase uptake of 
vaccination through providing 
free services, increasing 
awareness and changing 
policy 
• Nevada Infant Immunization Week 
(NIIW) 
• School based awareness events 
• Free vaccination events 
• Media campaigns  
 
 
Certain areas of the coalition are 
evaluated  
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Breastfeeding campaigns  
Text 
section 
Campaign 
name 
 
Target 
audience a 
Intervention campaign 
strategy and aims 
Approach characteristics Outcome 
5.2.1 Best Fed 
Baby, 
Lanarkshire 
Pregnant 
women and 
new 
breastfeeding 
mothers 
A pilot scheme, incorporating 
incentives  
 
Aim: to provide a practical 
incentive for pregnant mums to 
eat healthily whilst pregnant 
and breastfeed their babies 
once born  
• Monthly incentives £50 vouchers 
for the local supermarket ASDA 
• Offered for 6 months antenatally to 
3 months postnatally, provided the 
mother breastfed 
100% uptake reported in 2004 
involving 800 mothers. 
Corresponding increase in self-
reported breastfeeding (from 
12% to 30%) and a marked 
decrease in low birth weight 
babies (11% to 6%). 
5.2.2 Be A Star, 
Lancashire  
Young 
mothers, the 
babies’ fathers 
and the 
mothers’ 
friends 
parents  
 
A local media campaign 
 
Aim: to make breastfeeding 
the social norm 
• The name ‘Be A Star’ ties into the 
appeal of celebrity among the 
target group 
• Good marketing mix; website and 
blog, posters on bus shelters and 
other outdoor media, and a series 
of radio advertisements on local 
commercial radio stations suitable 
to the target group 
Currently being evaluated 
5.2.3 Women 
Infants and 
Children 
Breastfeeding 
Promotion 
Program 
(USA) 
Low-income 
pregnant, 
breastfeeding, 
and non-
breastfeeding  
Professionals 
Policy makers 
Wide-ranging community, staff 
and policy engagement 
 
Aim: to promote and support 
breastfeeding and raise 
awareness of nutrition within 
low-income women   
 
• Patient and family education, staff 
training, public awareness 
activities, health professional 
outreach, and partnerships with the 
community 
• A breastfeeding-friendly clinic 
environment project as well as 
having a videotape component 
Evaluations carried out in 
individual states. Iowa’s 
breastfeeding rates in hospitals 
went from 57.8% to 65.1% after 
a year and at 6 months post-
birth had increased from 20% to 
32%. Perceived support from 
professionals also increased; 
support from the pregnant 
woman's prenatal health care 
provider increased from 62.4% 
to 83.8% and from WIC 
employees from 81.9% to 92.5% 
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5.2.4 Best Start, 
Ohio (USA) 
New mothers 
and staff  
A professional training 
intervention 
 
Aim: to increase breastfeeding 
rates and provide lactation 
support 
• Staff training and lactation support  
• Staff given a three hour training 
session: provided with information 
about breastfeeding in order to 
answer women’s questions 
appropriately 
• Support during the 24-hour 
postpartum hospital stay by 
lactation nurses and all low-income 
mothers were visited at home 
within the first 72 hours 
• A lactation clinic was also available 
for mothers with breastfeeding 
problems 
90 mother-infant pairs were 
included in each of the before-
after evaluation groups; these 
were comparable for several 
demographic factors, including 
ethnicity, parity and type of 
payment for care. Rates of 
breastfeeding at discharge were 
higher for mothers who had 
taken part in the programme 
(31% vs. 15%, p<.03). 
Intervention was particularly 
effective for women under 20 
years of age and over 30 years, 
African-American women 
5.2.5 National 
Breastfeeding 
Awareness 
Week (UK) 
Mothers, 
mothers to be, 
partners, and 
wider support 
network. 
Multifaceted, multiagency 
awareness-raising event 
 
Aim: to highlight breastfeeding 
as the healthiest feeding 
option  
• Supported with TV and radio 
advertisements 
• Health professionals and other 
stakeholders are actively 
encouraged to promote the week 
locally, resulting in health 
promotion which is both national 
and grassroots-based 
Not evaluated nationally but 
local campaigns have been well 
received 
5.2.6 UNICEF Baby 
Friendly 
Initiative (UK) 
 
To change 
individuals, 
hospitals and 
care units as 
well as the 
health-care 
system 
An assessment and 
accreditation process for good 
practise 
 
Aim: to bring about 
institutional change and 
professional development and 
awareness 
• Accreditation is externally 
assessed followed by repeat 
assessments every few years 
• Provides education and materials  
Proportion of babies breastfed at 
birth increases by more than 
10% on average over four years 
when hospitals implement the 
Baby Friendly standards 
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Appendix 2. Childsmile Logos 
 
 
 
 
 
 
 
 
 
 
 
 
